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SOME MEMORABLE CONFERENCE QUOTES 

Jackson: 

. . . ''When viewed from this (ecological) orientation, a health promo- 
Hon program is an attempt to influence individual behavior through 
changes in the surrounding physical and social environment "... 

. . . 'If^hen considered as a whole the model depicts the comprehen- 
sive nature of the intervention. It is comprehensive because it targets 
multiple risk factors with programs and products that involve multi- 
ple community settings, change strategies and target groups. "... 

. . . 'Vur goal in putting the (advisory) board together was to pull to- 
gether the decision makers or power brokers in the community" . . . 
... 'Vrteofthe first lessons I had to learn in my role was that I couldn*t 
. come to the board and define a problem. I think its very important 
to let them define the problem and get a sense of ownership about the 
problem. Our general approach is to present them with needs assess- 
ment information and see whether they think iVs a problem. I think 
this is a really important aspect of collaboration with the board. "... 

. . . 'The point is that we don't take an idea and develop it in isola- 
tion within the university. Throughout the process our work is guided 
by the information we collect from individuals and organizations in 
the community. "... 

. . . ''What is the smallest unit of intervention within which the com- 
prehensive approach is possible?" '7 think it's what is the 

largest unit in which you can expect to have a seme of community, 
and what does that mean. It means a shared purpose, and it means 
an ability to coordinate program efforts to pull off this kind ofconu 
prehensive results. "... 

... '7 think a basic decision your group needs to make is whether 
you want to change the way you currently do program work. Most 
of this is geared toward improving the way we do existing programs 
vs. really stepping back and saying: Do we need to completely 
reorganize them, build a framework and then drop the programs 

within that, and then look at the picture?". ''It's a very dif 

fe^nt apj^ach than saying we've got programs and we've learned 

some things here that we can apply to our programs". '7 

there's a need for a higher order, a bigger picture " 

ERIC 
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MEMORABLE QUOTES 



Ruhino: 

. . . 'Yhe Ounce develops nonrdeficit strategies which enable families 
to help themselves and to encourage their neighbors and communi- 
ties to adopt and support this type of structured self-help programme 
ing/\.. 

. . . '"We have mobilized young people, we've mobilized the adults that 
are significant in their lives, we've changed the way organizations 
that serve young people in that community operate, and we've created 
some new opportunities for change in the system that I think is dif 
ferent". . . 

. . . 'li^e are beginning to have state agency directors talking about 
the fact that they do not do enough on the hewing continuum at the 
prevention end and that they need to devote more of their resources 
to preventive services. That is something that was rarely heard, even 
two or three years ago. " . . . 

. . . 'miile there are still challenges in terms of joint planning, we 
have a model and a super structure so thcU the people from youth 
employment for instance are actually talking to the people in educa- 
tion about the fact that they 're serving a lot of the same kids. It seems 
remarkable that this never happened before or that it did not hempen 
as effectively as it's happening now. " . . . 

. . . "We believe that our work and partnership with community 
organizations and with the focus on prevention is the clear direction 
for public policy and services for young children and families. " . . . 



Manoff: 

. . . "Social marketing is like marketing itself, a demand strategy, 
a strategy for creating effective demand for service. "... 

. . . "Communications development had become a two-way process: 
To communicate with the people in order to ascertain how to com- 
municate to them. It established the preeminence of 'feed forward', 
over 'feedback' — to listen and learn from the people in advance so 
that program design might benefit fivm that input. " . . . 

. . . "I'm n^t just putting emphasis on this kind of research because 
I think it's proper, I don't move without doing it. I have learned a 
^^ndous amount firom people to who eventually we want to address 
nnsages.". . . 
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. . . "You need to identify your target audienceeaatdeee whataegmen- 
tatim me^ exist there. Yju ehedt out your eoncepte with them by con- 
ducting a searching inquiry to discover things you need to know fitr 
effiective message design such as resistances that have to overcome. 
The sea-et (^effective message design is dealing with those barriers. 
Single problem solution message are only restatements of your ob- 
jectives and yw goals but theyi-e not messages designed to move peo- 
ple to a desire for the behavior change ^uit you are seeking to pro- 
mote." . . . 

. . . 'WuU I want to emphasise most is this business of doing your 
upfront inquiries. I have the impression that the amount of this that 
you do ispractiaUly negligible and you're surprised to discover how 
liUle sex appeal "parenting" has to your target audience. "... 



Papiemik: 

. . . Inyour country preterm deliveries are considered a minority pro- 
blem. It's not true. This is one of the reasons that NorOiem New 
England didn't get the grant You were not bad enough You were 
not minority enough. But you had a rate of 7% for preterm deliveries 
tmd e% for iow-birth weight and if you compare these to the rates of 
Sweden and Norway which are 4% then you are very bad. "... 

. . . 'In the Haguenau Stitdy, we look ci the health related behavior 
of specific risk groups and this is one of the outcomes of our study 
that is very important Specif risk groups, behaved exactly as the 
general population. They didn't accept being labelled at risk. This 
means to us you cannot modify the behavior of the women at risk if 
you don't modify the behavior of the total population of pregnant 
women This is one of the rruyor results of our study." 

. . . "Home visits are very important for the psychological support and 
mnveying of information. For this we have 'done a controUed trial show- 
ing that for the very low educated women, who are at high risk for 
social reasons, this is one o the best ways to spread the wfbrmaUon. 
This is because they don't read the pamphlets and don't understand 
the radio and TV ads. They hewe to have a personal relaUonship with 
a knowing woman, taking one hour at a time to look mall the details 
and this is very importarU." . . . 

.. . "How does prevention work. It works by reducing the rates of risk 
I^^Jor* in the general population. The number of women with a 
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jHrevious preterm birth was reduced in the population as a result of 
our policy, so that for the next pregnancy she was less at risk. " . . . 



Zigler: 

. . . ^'My own feeling is that the magnitude of the long-term effects 
of Head Start really depends upon two factors: How involved Head 
Start parents become in the optimum socializaiion and education of 
their own children^ and, the extent to which schools follow the Head 
Start program with further intervention efforts.". . . 

. . . '^e've learned a great deal over the past 22 years at Head Start 
We also are now aware of some of the errors we made early on. One 
error was searching for some magic period during which fairly 
minimi intervention would have mqjor effects in changing the course 

of the child's development " "The fact is that there is no single 

magic period in the process of development for the simple reason that 

each and every period is a magical and important one. " '7 

am convinced ^at for each period of development there are environ- 
mental nutrients which stimulate further development and/or buffer 
the child against stress and adverse events experienced during that 
period And, of course, the Head Start program provides just such 
environmenttU nutrients. " . . . 

. . . ^IVhat we should be working on is not increasing IQ scores but 
mther the production of socially competent human beings who use 
all the intelligence they possess. "... 

. . . "It may be in all the errors we made, the one that I haven't even 
mentioned that always has bothered me is putting all poor children 
in one set of centers and all more wealthy children somewhere 
else. Now in fairness to the founders of Head Start, of which I was 
only one, we put into place a principle that 10% of the children could 
be non-poverty children. Well, that was way too small and I had to 
do it all over again, that would have to be at least 1/3 to get any of 
the benefits that I think that that kind of intermixing could give 
children." . . . 

. . . 'TAe child care system that worries me the most in the United 
States is the family day care system. It's very heterogeneous. You find 

everything in it, from the excellent to the awfuL " 'Too many 

parents think that when they buy child care, they're buying the ser- 
i ' O aUows them to go to work. We have to transmit that they 
RXC ^ environment which determines in considerable part the 
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growth and development ofUieir children. If that growth and develop- 
mtnt is going to be optimal, we have to have built into it the closest 
kinds of partnership between the caretakers and the parents/' . . . 

. . . '7 am something of a historian and I suggest that you go back 
and read the first Social Security law in this country. It is pathetic 
It's a guaranteed recipe for poverty, for old people, but what hc^pens 
is you get a principle into place, then you build of it, and over time 
Social Security in this country, while still not great, is quite defensir 
ble. Pm working very hard for the Child Care Bill not because I think 
it's a great Bill but because I like the principle. If I can get that prin- 
ciple into place then over time we can work on it and make it better. 
If we lose it. we don't pass it, then there's nothing to mcJte better. "... 



Pierson: 

. . . avoid the potential stigma and deficit orientation of serving 
only at risk children, we decided the program should be open to aU 
families; but strategies should be developed to attract families who 
are unlikely to hear about or volunteer for such an innovative pro- 
gram . . . 

. . . 'The home visits and parent groups focused on understanding 
normal child development, on developing networks of people who cared 
about and assisted each <rffcer, and on developing a sense of community, 
a sense of belongingness into the town. " 

. . . "Perhaps, the main insight gained from this survey was that no 
component is crucial for all families. Rather, the reassurance, the 
validation for the role of the parent is the essence of any component, 
and different parents found this in different ways. " . . . 

. . . ""A second theme that was gained in a variety of ways was the 
understanding and appreciation of their child as a unique and im- 
portant individual, to gain some understanding of the rate of develop- 
ment, the wide range of normal development, and that no child is 
perfect A third theme was the friendships that were developed. Many 
of the parents told us that even at the end of 2nd grade several of their 
closest friendships were those they had formed earlyon. Parents whose 
children are now in 8th or 9th grade still tell me they maintain those 
friendships, even with some who have moved away from Brookline. 
It is surprising how many of those friendships formed early in the 
^hild's life were so important to them. " 

ERIC 
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. . . 'Ifnten we considered the results for children whose parents were 
less highly educated, this revealed an especially significant finding 
/or policymakers: an tarly education program with minimal parent 
education services (no home visits) shows no school performance 
benefits for these children. Families with great needs require more 
than the availability of a drop-in center, even if an early childhood 
program and health and developmental monitoring are offered "... 
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BEYOND INDIVIDUAL RISK ASSESSMENT: 

COMMUNITY WIDE APPROACHES TO 
PROMOTING THE HEALTH AND DEVELOPMENT OF 
FAfinUES AND CHILDREN 

Preface to the Conference 

For the purposes d[ this conference we are defining a commun- 
ity wide approach as one that incorporates at least the following 
basic components: 

(1) A defined geographic area with its permanent residents; 

(2) Some kind of coordinating council to identify needs, set 
priorities for program development, coordinate activitie'^> and 
monitor the effects over time; 

(3) An array of accessible and affordable programs to promote 
the health and development of the family; 

(4) A social marketing component to educate the conununity 
and its leaders and service providers about the need for primary 
prevention programs to strengthen families and what each fam- 
ily can do for itself to develop a more healthy life style. 

(6) Sustained long term funding through legislation. 

As discussed by Rose in two recent articles (1986,87) com- 
munity wide approaches to health promotion should be consi<tered 
when risk factors for negative outcomes are wide spread through- 
out the community and risk scores follow the pattern of the 
familiar bell shaped distribution curve with the bulk of the popula- 
tion falling in the intermediate risk range and much smaller 
numbers of persons with high and low scores mddng up the tails 
of the distribution. If risk scores are at least somewhat linearly 
related to negative outcomes, concentrating resources only on 
those at highest risk will have little impact on the incidence of 
related conditions tor the population as a whole. This is because 
the basic underlying conditions that caused tiiis distribution is 
the first place are not being changpBd and in the long run more 
"cases'* will come from the much larger population at "medium" 
risk than the much smaller population at "high" risk. Also, 
longitudinal studies have shown that for many pn^lems of mater- 
nal child health, an individuals risk status is in constant flue- 
^'''tion as life circumstances change so that a measure of status 
£ |^(^ oi^e V^int in time is not a very accurate predictor of fiiture 
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problems. (Chamberlin, 1984) In addition, experience tells us that 
it it more difficult to change the behavior or status of a high risk 
person than preventing one at medium risk from reaching that 
position in the first place. For example, it is usually a lot harder 
for the chain smoker and the alcoholic to reduce their consump- 
tion than it is for the person who is smoldng a half pack of cig- 
arettes a day or having a daily cocktail. Finally, it is harder for 
anyone to give up an imdesirable health related habit such as 
eating a high cholesterol diet when everyone else is doing it and 
to change makes one stand out from ones peers. 

For all these reasons, the preferred preventive strategy for 
many problems is to try and change the average risk scores of 
the peculation as a whole. TUs is because a small shift of the mean 
will have a large effect on reducing the number of individuals 
that end up in the high risk end of the distribution. In a normal 
distribution (bell shaped curve) half of those in the top ten per- 
cent will move to below that level if the mean falls by as little 
as a third of a standard deviation. Furthermore such a strategy 
will have a long term if not permanent effect in reducing the 
number of persons reaching high risk status. If non smoking, 
regular exercise, and eating low cholesterol foods becomes nor- 
mal it becomes easier and easier to persuade people to adopt these 
behaviors because every one is doing it. la addition these 
behavioral changes are reinforced by community wide changes 
such as the types of food being stocked by supermarkets and the 
setting up of no smoking areas in restaurants and offices. 

Problems With Community Wide ApproMhes: Rose goes on, 
however, to point out some of the disadvantages of a community 
wide or population strategy. It's hard to sell to the public and 
politicians. For example it offers only a small benefit to each indi- 
vidual since many of them would not have de velopeid the problem 
even without some specific intervention. Most unimmunh»sd per- 
sons will not get Diptheria, most people not wearing seat belts 
will not get killed in a car accident, and most egg and sausage 
eaters will not die from cardio-vascul vt disease. Because of this 
there is often poor motivation on the part of the individual to 
change his or her behavior. Similarly, trying to get practitioners 
to cany out prevention programs is often difficult because ''grate^ 
ful patients are few in preventive medicine where success is mark- 
edly a non event.'' In addition the drills needed to dmnge health 
habits are unfamiliar and profiBSsional esteem is lowered by a lack 
'^^f "ccess. ''Harder to overcome than any of these, however, is 
E [^C^^^^^ difficulty in getting medical personnel to see healtii 



CHAMBERUN 



XV 



as a population issue and not merely as a problem for individuals." 
(Rose, 1985) 

One can add that politicians have the same trouble and often 
find it more politically expedient to focus attenticm on the tip of 
the iceberg rather than on its underlying mass. This can be done 
by either blaming the victim for their own misfortune or targeting 
a small amount d resources to help those in the most trouble with 
the hope of getting "the bif^^est bang for the buck." For example 
recent reactions to the increasing problem of homeless familiM 
include passing it off as a problem of drunks and Uie mentally 
ill or paying for temporary shelters without dealing with Uie 
underlying problems ai \a6k of affordable housing, educational 
q)portunities, affordable quality child care programs, and job 
training. It is easier to sell legislators on appropriating a small 
amount of money for an obvious problem that needs immediate 
attention than a larger amount of money for a program whose 
effects may not be visible for several years. 

Another draw back, as we will see in this conference, is that 
peculation strategies are complicated to carry out. To do tlds suc- 
cessfully takes experience in using the mass media, inter organiza- 
tional collaboration at the state and local leveU and the participa- 
tion of non governmental organizations such as churches and 
business groups. There must siso be a willingness to divert some 
treatment monies into revenues to fund the necessary primary 
prevention services. Because of this complexity it is rare to see 
significant reductions in problem incidence in less than three to 
five years. 

Finally, in a population approach, a small benefit to the in- 
dividual can easily be outweighed by a small risk. Rose provides 
the example of a large clinicsJ trial using the drug clofilnrate to 
lower serum cholesterol. When all the data was analyzed, ti^ drug 
seemed to have killed more people than it saved even though the 
&tal con^lication rate was only about 1 per 1 000 persons per year. 
Such low order risks are difficult to detect unless earful epidemio- 
logic monitoring of large populations is carried out over con- 
siderable periods of time. 

In summary an approach that concentrates on treating per- 
sons only after they reach a "high risk" status may be necessary 
in the short run for communities where it will take time to to get 
a preventive program in place or as one part of a more comprehen- 
sive approach, but if relied on completely for problems resulting 
from conditions that are widespread in the commimity it will have 
little long term impact. 

As will be documented in a later presentation, epidemiologic 
IP dies have shown that many of the m^jor problems in mater* 
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nal chad health in terms of their frequency of occurrence and/or 
their cost for care such as low weight births, deaths and hospi- 
talizations of children under one, iiquries, child abuse and neglect, 
and lack rf school readiness are related to the mothers health 
haMtsMbre, during and between pregnancies and her parenting 
skUls after the child is bom. These habits and skills are in turn 
related to how well a parent is coping with his or her balance be- 
tween the life stresses encountered and the emotional and in- 
strumental support he or she is receiving from the surroundiiag 
environment. (Chamberlin and Keller, 1982) 

Risk factors that have been identified as contributing to paren- 
tal dysfunction include stresses such as having insufficient income 
to cover basic living expenses, poor housing, living in unsafe 
Mighborhoods, being discriminated against, frequent moves, rela- 
tionship problems, having large numbera of closely spaced chil- 
dren, having an atypical child who is difficult to care for, having 
problems accessing high quality affordable child care, getting time 
off from work for child birth and for the care of sick children, and 
having a lack of knowledge about and experience in child rear- 
ing. In addition being a single parent without a supportive spouse 
or companion, living away from grandparents and other support 
persons, and/or living in an isolated rural setting or area with 

uttle Mnse of community often leads to problenis in c(q)ing because 
of feelings rf loneliness and depression, and sometimes substance 
abuse. 

These risk factore are now widespread throughout our com- 
mumties because of high divorce rates, an increasing number of 
out of wedlock and teenage births, and a shifting economy result- 
ing m job instability, loss of benefits, fewer high paying manufac- 
turing jobs, and more low paying service jobs. In addition increas- 
ing costs of housing, transportation, education, and health care, 
a large increase in the numbers of mothers working outside the 
home, an increase in families headed by inexperienced teenagera, 
and cut hades in government funding for housing, transportation, 
and social programs, have increased family stress loads con- 
siderably. Finally, there has been a loss in community cohesive- 
ness because of urban sprawl, geographic mobility, and less family 
involvement with religious and other community support groups. 
(National Academy of Sciences, 1976; Kenniston, 1977; Kammer- 
man and Hayes, 1982; Hobbes et al, 1984; Orr, S. and James. S . 
1984; Sidel, 1986; Monihan, 1986; Edelman, 1987; Kagan et al, 
1987). 

Currently our resources are directed largely at rescuing chil- 
E RXC ' disaster has occurred such as being bom of tow 
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birth weight, being abused or neglected, becoming a delinquent, 
or failing in school Preventive programs that are funded are 
largely targeted to various high risk individuals or families rather 
than to the community as a whole. We need then to consider a 
population or community wide strategy to deal with these prob- 
lems and the purpose of this conference is to learn from the ex- 
perience of otiiers bow this might be done. 

The presentations at the conference were tape recorded and 
a typed transcript prepared. This in turn has been edited to im- 
prove clarity and occasionally new information has been added 
to touch on a point not adequately covered in the discussion. Some 
after thoughts and additional material are provided at the end 
of the presentations and discussion. 

Robert W. Chamberlin, M.D., M.P.H. 
Conference Coordinator and Editor 
Hanover, N.H. November 1, 1987 
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Conference on Community Wide Approaches to 
Promoting the Health A Development of Families 
and Children 

November 24, 1987 
Held at Hanover, New Hampshire 

Welcome by Dr. George Little 

I thought it important to explain the role of the Department 
of Maternal Child Health here at Dartmouth and the reasons why 
we're co-sponsors. WeVe the only Department of Maternal and 
Child Health in an academic medical center and a medical school 
in the country. We are truly an integration of obstetrics and 
pediatrics. We include genetic services and adolescent medicine. 
We're relatively small. We have a group of 8 or 9 obstetricians 
and gynecologists with 3 subspecialties represented. About 4 or 
6 years ago, we added a very active group of nurse midwives. That 
group of nurse midwives is now responsible for almost half of our 
normal spontaneous vaginal deliveries. It's been a very exciting 
part of the program to add the nurse midwives into our OB-GYN 
section and into our teaching program for medical students. Our 
pediatric section includes 15 or 16 pediatricians representing 
general academic pediatrics and most of the subspecialties. One 
of the things that we've tried to do very hard is to integrate our 
program as closely as possible with the activities of the State of 
New Hampshire. We're a private medicr.i center, one of the 
smallest if not the smallest in the country, and we happen to be 
eccentric in the state, up in the central oart of Vermont and New 
Hampshire on the border. The state cayitol is over in Concord and, 
as most of you know, much of the population of the State of New 
Hampshire is in the lower Merrimack River vall^ and down sdong 
the border with Massachui^etts so that we've got challenges that 
occur with that. As the medical center has grown in the last 10 
years or so, one of the initiatives of the Department of Maternal 
and Child Health has been to try to stay ab close as possible and, 
in fact, to play a leadership role within the activities in the state. 

When the situation arose where it was possible to have Bob 
Chamberlin not only come to the state and be a faculty member 
in our department, but to actually live and work over in the State 
capital which is in Concord about 60 miles from here, I saw that 
as a tremendous opporttmity. I think that we see it coming to frui- 
tion in meetings of this type where he provides leadership and 
integration between the activities that are occurring under tiie 
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egress of the State of New Hampshire and other private founda- 
tions and institutions around the country and the medical center 
up here m this comer of the state. So I really see this meeting 
as kind of a ^mbol of what I hope we'll see more of in the future 
and a wntmuation of this kind of activity where we attempt to 
mtegrate our resources and activities in order to meet certain goals 
and ol^jectives related to Maternal and Child Health 

My cUnical activities have been in establishing a tertiary level 
intensive care nursery in the State of New Hampshire and get- 
fang that program off the ground and going. The fact remains, 
however, the more I do of that, the more I recognize that what's 
»n discussions such as what's happening here over the 
next 2 or 3 days is where the action has to be, and regardless how 
many babies we deal with and how well we treat respiratory 
di8fa«s8 syndrome or prematurity, it just has been and remains 
veiy, veiy clear to me that there are real difficiencies in certain 
areas and we re not addressing them entirely or adequately For 
me. as a person focusing in on perinatal care and reproductive 
medicine, the big things in my mind right now tend to be pre- 
conw^ual care; in other words, getting people into the proper 
mind frame to have children if you will and all the things that 
are associated with that and in the follow-up care. When I look 
at the babies coming through the Intensive Care Nursery, I just 
see faremendous needs in terms of how much of that might have 
been prevented with what I'll label preconceptual care. We can 
argue about that as we go through the next couple of days: The 
needs on that side of the equation and the needs on the other side 
of the equation as we send children out in the community and 
see how disorganized and fragmented and unknowing at times 
care happens to be. It's going to be a bu^y couple of days. I look 
lorward to learning a tremendous amount and, hopefully, when 
things break up on Wednesday morning, we'll have some kind 
of document or statement or some thoughts down on paper In 
the meantime, welcome to Hanover and the community. I look 
forward to working with you and I'll turn the podium over to my 
fnend and associate here. Dr. Chamberlin. 
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Rationale For a Community Wide Approach to 
Promote The Health and Development of 
Families and Children 

Presented by Robert W. Chamberlin, M.D., M.P.H. 



Thank you Dr. Little. First, let me present my idea about why 
we're here. I'm a developmental pediatrician and I go around the 
state and see children under six who have developmental prob- 
lems. We perform a multidiscipline assessment and then try and 
find services for the children and/or their families. I wm* in clinics 
from the southern part of the state in Nashua up to Berlin in the 
norUi, and what I'm seeing are large numbers of highly stressed 
families. This causes me considerable concern. I see families who 
have $1C.OOO medical bills because they didn't have medical in- 
surance when their child got sick. I've just seen my first couple 
with a $7.0,000 educational bill because both had to borrow to 
finish coU^. I see families working double shifts where the 
mother is working during the day and the father is working dur- 
ing the night because they can't a£ford day care. I see a lot of 
isolated, lonely, and depressed mothers living out in trailers in 
ruirl areas, and I see young, inexperienced parents trying to raise 
children without the assistance of grandparents who were avail- 
able to help out in the past. These are not isolated incidents. In 
the three years that I've been in New Hampshire, Fve collected 
headlines that I see in the local papers which give you another 
view of what is happening to families in New Hampshire. 
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Again I think the message is that there are a lot of highly 
stressed femulies tiy ing to survive in the cities and out in the rural 
areas. But Fm concerned not only from a humanitarian stand- 
point but also because it has a migor impact on all of omr State 
agencies. I see each of our agencies spending large amounts of 
money trying to treat some narrow aspect of the fallout from fam- 
ily dysfunction and ahnost nothing to prevent tiiem frt>m flounder- 
ing in the first place. One of the more useful ways Fve found to 
think about this, is to picture what's happening along the banks 
of a river. 



Downstream at the bottom the picture are all the state agen- 
cies. They're throwing life preservers to kids who are drowning; 
this includes case work and fester care for kids who have been 
abused and neglected, neonatal intensive care for low-birth weight 
and sick babies, emergency room and hospital care paid for by 
medicaid, for kids who are ii\jured and have illnesses like diar- 
rhea and pneumonia, special education services for kids who are 
failing in school, and jail and rehabilitation programs for youths 
who are having trouble because of delinquency and/or substance 
abuse. This is where millions of dollars are being spent in our 
state agencies now. We're just beginning to move up to the next 
, level, the secondary prevention level. Here we are trying to 
recognize the problems earlier and provide early intervention pro- 
J^^ m to prevent children firom needing more expensive care later 
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OIL Tliat is what I am doing in my job as a develc^mental pediatri- 
cian. Around our state I see very little being done upstream in 
the primary prevention area. This is where all the children are 
g&iting thrown in the river the types of 
Fve described. The question, then, is how can we begin to shift 
some of our resources up into that area to prevent all these 
children from developing these problems in the first place. Since 
one of the basic assumptions underlying this model and the need 
for a community wide approach to prevention is that these kinds 
<^ health and developmental problems of children and youth are 
related to family ^/sfunction, I first want to document this fact 
with the following review d the literature: 

A number of studies d pregnane outcome and <tf the deter- 
minants of the health and develc^ment status of tiie young child 
have demonstrated significant relationships between these and 
the health habits of the mother before, during, and between 
pregnancies and her parenting skills after the child is ham. These 
habits and skills have in turn been related to how much stress 
she has encountered in her current and past living situation, how 
well she is coping with these past and present stresses, and how 
much emotional and instrumental support she is receiving from 
fiimil^ , friends, and human service organizations. 

Pregnancy Outcome: The mother's health habits before, dur- 
ing, and between pregnancies have all been related to birUi rates 
for low weight babies: These include pre-pregnant weight and 
nutritional status, age at conception, use of prenat£.I care, weight 
gain during pregnwpy, use of alcohol and cigarettes, exposure 
to other environmental toxins, physical exertion, and birth inter- 
val. (Miller and Merritt, 1979; Brent and Harris, 1976; Metcoff 
et al 1981; Papiemik, 1984; Lieberman et al, 1987). 

Environmental stress such as having luw income, poor hous- 
ing, being single, having less help during pregnancy, experienc- 
ing more life changes, and not having a support person present 
during labor and deliver have also been related to utilization of 
prenatal care and pregnancy outcome. (Hetzel et al, 1961; Birch 
and Gussow, 1970; Nuckolls et al, 1972; Sosa et al, 1982; Norbeck 
and Tilden, 1983; Ramsey et al, 1986; Lieberman et al, 1987; 
Pascoe et al, 1987X Althoitgh the effects of the later on specific 
health habits have not been well established except on utiliza- 
tion of prenatal care, outreach programs supplyii^ education, and 
emotional support to expectant mothers have been able to modify 
smoking and eating behavior, and patterns of physical exertion 
0~ ^ugh to improve the birth weight of the child ^aige, D. et al, 
E^JCH; Olds et al, 1986; Pamemik, 1986). 
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Heaith Status ofThe Young Child: Hospitalizations, Iiuuries, 
Abuse and Neglect. In the classic study of "A Thousand FamiUes 
in Newcastle Upon lyne'' in which all the children in the city 
born during a two month period were followed into adolescence, 
a strong relationship was found between early ratings of the 
mother's parenting skills and a number of health outcomes in- 
cI wUng ic^es and whether or not the child was hospitalized dur- 
ing the first year (tf life: (l^nce € \ al, 1954) 

"In the study of the families ana in attempting to correlate 
their environments with the health d'the children, there emeiged 
one dominating factor: the capacity c£ the mother. If she fail^ 
her children suffered. If she ooiped with life skillfully and pluck- 
ily, she was a safeguard of their health." (pp 120) 

"An infant whose mother was unable to cope was twice as 
liable to be admitted (to the hospital) as a child from a family 
where the mother was able to exercise satisfactory care" (pp 15"^ 

In a more recent study of another large cohort of Britidi 
children followed from birth to age five (Butler and Giolding, 1986) 
it was found that diffiBrenoes in hospital admission rates were more 
strongly related to the family living situation Uian social class. 
"Children whoee natural mothers were either single and unsup- 
ported or living with a step father were 50% more likely to have 
been admitted at all and nearly twice as likely to have had multi- 
ple admissions when compared with children having bot^ natural 
parents." (pp 247) 

In a stucfy firom New Zealand (Beautrais et al, 1982) in which 
over a thousand children were followed from birth to age four, 
family life event scores based on the occurrence and fi>Miuenpy 
of sudi events as moves, job changes and unemployment, marital 
relationship problems, illnesses in family members, pregnancy, 
and legal problems were associated with increased risk of meidUcal 
consultation and hospital attendance for illness of the lower 
req>iratory tract, gastroenteritis, acddents, and ingestions d Uadc 
materials. In addition, children fit)m families experiencing large 
n: ^bers of life events had an increased risk of hospital admis- 
siuns for suspect or inadequate care. Multivariate malysis showed 
that the aiq>arent correlations between life events and child health 
remained virtually unchanged when the data were controlled for 
the effects of a number of familial and social status indicators such 
as maternal age, ethnicity, educational level, family size, and 
standard of living: 

"For individual measures of morbidity, the associations be- 
tween life events scores and risks of morbidity are not large, but 
when the data were aggregated over a range cS conditions that 
y jensitive to family life event variations, large differences 
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emerged. Children whose mothers had experienced 12 or more 
life events during the three year period had rates of hospital ad- 
niission 3 fm one or more of the above conditions that were six 
times hifi^er than those children whose mothers had eiq)erienced 
three or fewer life events and rates of total medical attendance 
that were more than twice as high . . . This implies that ftiture 
research in thl^ area should pwlmps concentrate more on the ef- 
fects of life events on child health and well being in general and 
less on the effects life events on the ri^ of specific types of 
morbidity." 

In a stuc^r of injuries in a large national cohort study in 
England it was found that frequemy of occurrence in families was 
related to a number of factors including having two or more dnl- 
dren, living in poor neig> rhoods, frequent moves, and having 
a teenage mother. Childrt.. fteen mothers were also more likely 
to be admitted to the hospital for an episode of gastro-enteritis 
(Taylor et al, 1983X 

In a study of over 400 births which occurred in 3 inner city 
census tracts in Detroit Smiley et al, (1972) found that the mother's 
reports of ilfaiess in her infant during the first three months of 
life were more likely to come from families in which the mother 
was trying to cope with a recent move, had less help with house- 
work and child care, and reported more feelings of nervousness, 
tension, and/or depression. 

In a study ofa large sample ofone year olds (N =4,986)frx>m 
eight di£GBrent areas in the United States, McCormick et al (1980) 
found that rates of hospitalization increased among families where 
the mother was non-white, young, and/or the sole adult in the 
home. Also in another report on this sample, McCromick et al, 
(1981), injuries (both hospitalized and non-hospitalized) were more 
likely to have occurred in infants <tf young and/or single 
unenq>loyed mothers. These relationships were modest, bui held 
up when controlled for mother's education, income, and other 
social status indicators. 

Holter and Friedman (1968) found a number of obviously un- 
safe environments when they made visits to the homes of children 
under six seen in the emergency room because 6[ ii\juries. Many 
of the families were coping with high stress loads and appeared 
socially isolated. After careful investigation it was found that 
about 10% of the children had actually been physically abused. 

Glass et al (1971) found that rehospitalization of infants 
discharged from an intensive care unit was related to socio- 
environmental factors. They constructed a risk scale composed 
of four items: failure of the mother to receive prenatal care = 2, 
ace of father fi^m the home = 1, receipt of public assistance 

2n 



RATIONALE 



= li other children in the home = 1. Rates of rehospitalization 
were more than 3 times greater for infants with family scores of 
4 or more thaji for those with 2 or less. Hack et al (1981) also found 
that rehoq»italization for very low birth weight infants was a con- 
tinuum ct perinatal and environmental morbidity. 

In a follow up study of 255 low birth weight babies discharged 
from an intensive care unit, Hunter et al (1978) found that the 
ten families who were subsequently reported for the abuse and/or 
nt^glect of their child during the first year of life had described 
themselves as more socially isolated and as having more finan- 
cial problems than others during the initial interview at the time 
the diild was admitted to the intensive care nursery. 

In a pilot stuc^ in one California county it was found that sup- 
plying a home visitor to families with a recent graduate from a 
neonatal intensive care unit reduced the incidence rfrehoq>italiza- 
tion and abuse and neglect of low birth weight babies. Although 
never published, the report convinced the legislature to frmd these 
services on a permanent basis In this area. However, no additional 
money has been provided to expand the program into other areas 
(Centerwall, 1984). 

Other studies of abused and neglected children And relation- 
ships witii increased family stress loads and decreased social sup- 
port from family and friends. (Belsky, 1980) In the classic stu4y 
of child neglect among low income families by Giovanni and Bill- 
ingsley, (1970), it was found that neglectful mothers were more 
likely to have more children, have experienced a recent marital 
disruption and be without a husband, to be poorer, to be without 
material resources for caring for their children, and to be more 
socially isolated from relatives. There were no significant dif- 
ference in the mother's own experience in being reared. Both 
neglecting and non-neglecting mothers often had a history of 
deprivation in their own upbringing. This led the authors to con- 
clude: "It is the current situational strains that predominate 
among neglectful parents, not those of their past life." 

In a matched case control study. Justice and Duncan (1976) 
report a higher incidence of life changes in families reported for 
abusing and/or neglecting a child. In a case control study of 
pediatric social illness (accidents, ingestions, failure to thrive, diild 
abuse), children under age four admitted to Boston Children's 
Hoi^ited or seen in the emergen^ room with one of these 
diagnoses were contrasted with a control group of children ad- 
mitted or seen with other non-chronic conditions. When compared 
to the control groups, the families of these children reported receiv- 
^j-* less regular health care, more recent moves, more child rear- 
(^[r" problems, a history of a broken home in the mother's 
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childhood, and a period of mother initiated separation from the 
child. (Morse, et al, 1977) 

Looking at the problem of child abuse from a community wide 
focus Garbarino (197G, 1978, 1980) noted that neighborhoods with 
high abuse rates had fewer people free from drain available to 
form natural helping networks. High risk neighborhoods were 
those with large numbers of persons preoccupied wiUi meeting 
their own pressing needs such as single parent families, working 
motheiB with dependent children, and transients. Neighborhoods 
with high abuse rates also had a higher incidence of mothers 
receiving inadequate prenatal care, and hi^er rates of low birth 
wei^t and infant mortality. Steinberg et id (1981) found incn^as- 
ing rates of child abuse in two large metropolitan communities 
as unemployment rates increased. Others have noted an associa- 
tion between child abuse and low birth weight. (Goldson et al, 
1976; Kleiii al 1971) 

Crockenb rg (1987) found that adolescent parents with poor 
support qrsten s were more likely to respond angrily and puna- 
tively in their attempts to control the behavior of their toddler. 
Olds et al, (1986) found that supplying a home visitor to young, 
single, low income mothers reduced the incidence of abuse and 
neglect and improved parenting skills. 

Developmental Status of the Child: Previous studies have 
shown a significant relationdup between the stimulation and sup- 
port aspects of the child rearing environment and the child's scores 
on standard speech, language, and intelligence tests, measures 
of social competence, and functioning in school (White & Watts, 
1973; Cohen & Beckwith, 1979; Bradley and Caldwell, 1976, 1980; 
Elardo, Bradley, and Caldwell, 1977; Werner, Bierman, and 
French, 1971). For example, in the longitudinal study reported 
in the last reference all the children born on one of the Hawaiian 
Islands over a two year period were followed into their teen age 
yeara. By age ten 39% were having some difficulty in school. **The 
educational stimulation received in the home as evaluated when 
the child was age two was the best criterion to diifferentiate be- 
tween children with and without achievement problems, IQ's 
below 85, language and preceptual problems." "Of the children 
whose homes were rated high in educational stimulation only 9 
(14%) had achievement problems in school. In contrast 276 (62%) 
of the children in whose homes few or more of these opportunities 
were available had difficulties with the basic skill subjects in 
school" (Werner et al, 1971). 

A similar finding was reported in the collaborative perinatal 
O y in the United States in which 28,000 children were evalu* 
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atad periodically from birth to age 7. For those considered as low 
achievers in school at age seven it was found: ''For low achievers 
as a whole, these findings suggest Uiat although ttiey difCu^ in 
several areas of develq[>ment from their academically successful 
IQ matched controls* the largest and most consistent differences 
in etiologic significanoe were in aq[)ects of the family envuronment 
dosely associated with qi^xxtunities for verbal conceptual stimula- 
tion." (Bromana984) 

Other studies indicate that the ability of the mother to pro- 
vide this kind of development promoting environment is in turn 
related to her ability to cope with the balance between stress and 
support that she is receiving in her current living situation. For 
instance in divorced families, the availability of support from 
friends, neighbors, and kin was positively related to the moUiers 
^ectiveness in interacting with her presdiool child (Hetiierington, 
Cox and Cox, 1976). In another stud^ by Pascoe, Loda, et al (1981, 
1984) it was found that a measure of mother's social support was 
related to her scores on the Caldwell Inventoiy of Home Stimula- 
tion. This is a measure of parenting skill that has been related 
positively to a variety of child development outcomes. Cmic, 
Greenberg, et al (1983) demonstrated significant relationships be- 
tween measures of stress and support, and maternal attitudes and 
child rearing behavior with four month old babies. Crockenberg 
(1981) found that social support helped mottiers cope wi^ irritable 
infants and resulted in a more secure pattern of infant-mother 
attachment at one year of age. 

As was found in the New Zealand studies, it is often the ac- 
cumulation of stresses that appears to tip the balance toward a 
negative outcome. In a longitudinal stuc^ reported by SamerofT 
et al (1987): ''Verbal IQ scores of a socially heterogeneous sam- 
ple of 216 four year old children were highly related to a cumula- 
tive environmental risk index composed of maternal (education, 
mental health, knowledge and attitudes about ddld development, 
observed parenting behavior), family (size, presence or absence 
of the father, stressful life events) and cultural (minority group 
status, socio-economic status) variables.'' Like the study of child 
neglect by Giovanni and Billingsley, they found that while be- 
ing of low income increased the likelihood of a poor outcome for 
any child, it was the accumulation of stresses within an income 
group whether it be low or high that tipped over the balance for 
a particular family. 'The multiple pressures of environmental con- 
text in terms of amount of stress from the environment, the fami- 
ly's resources for coping with that stress, the number cf children 
that must share those resources, and the parent's flexibility in 
y srstanding and dealing with their children all play a role in 
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fostering or hindering child intellectual and social competence." 

However, other recent studies looking at children who have 
develq)ed well in spite of poverty environments and in some cases 
mentally ill mothers have added an "invulnerability" dimension 
m the child as a contributing factor. (Werner and Smith, 1982) 
Children who did well in poor environments were noted to be more 
active and socially responsive as infants and more able to attract 
tte positive attention of others tlom children experiencing similar 
adverse environments who did not do well. However, as a group, 
l^ose children who did well encoimtered less other stress in their 
life situation and had more support in the way of other family 
and friends which helped them cope with their mentally ill 
parents. So it appears it is the fit between the coping capacity 
and assets of the mother and/or child with the stresses and sup- 
pots encountered in the environment that determines the develop- 
mental outcome. 

The concept of goodness of fit between a child or parent and 
his or her environment as a determinant of devel(q)mental out- 
come is also noted by Chess and Thomas (1984) in their longitu- 
diMl studies of the behavioral and emotional development of 
children with different behavioral styles and levels of central ner- 
vous system dysfunction. Fergusson et al (1984) found that 
mothere who responded to increasing life events with ^ptoms 
M depression also reported more problems with the behavior of 
their five year old children. BelslQr (1984) summarizes this data 
in a model relating the pqrchological resources of the parent, con- 
textual stress and support, and characteristics of the child with 
developmental outcome. It is this mix of interrelated variables 
that makes it so difficult to predict who will need what kind of 
services at some point in the future. 



THE FAMILY BALANCING ACT 



RATIONALE 



In summary, these studies indicate that a wide variety of 
health and developmental problems of children are related to 
parentii^ dysfimction and this is in turn related to how well the 
parent or parents are coping with their current balance of stress 
and support. One of the migor tasks then for a commimity that 
wishes to promote the healUi and development of its children is 
to examine what it can do to help parents and children to cope. 
As discussed in the preface, strategies for doing this have genersdly 
fallen into two groups. Some advocate for targeting resources only 
to people identUied as being at "high risk'' for a particular prob- 
lem such as producing a low weight baby, others argue for a com- 
mimity wide approach to modify the imderlying conditions related 
to all Uxe problems mentioned. As Giovanni and Billingsley state 
in their study of child neglect among the poor: "Planning, obtain- 
ing, and integrating the services and resources needed by the 
women in this study go beyond the individual protective service 
worker and beyond the agency itself. These are community prob- 
lems requiring community wide action. On the one hand, com- 
mendation is due the many adequate though extremely poor 
mothers. On the negative side, it is not inconceivable that as the 
stresses of poverty continue to bear upon them, the adequate 
mothers of today's study may be the neglectful ones of tomorrow. 
A sound program of prevention would seem to have as an im- 
perative the availability of supportive child rearing services for 
all of these women even those not currently considered pro- 
blematic." This is the essence of a community wide approach. 

Also, since the problems encoimtered by families are dfa wide 
variety, there is no one type d[ program that will meet everyones 
needs. Thus, a mix of services will be needed in any community 
wide approach. This is well stated in a recent report of a ten year 
follow up of a family support intervention in New Haven, Conn. 
(Steitz et al, 1985): "As many researchers have documented there 
are many reasons wl^ a parent's capacity to nurture may be com- 
promised. Living in a stressful environment, having limited sup- 
port available from others, lacking knowledge about what is nor- 
mal in child development, having babies who are unusually dif- 
ficult, and having received inadequate nurturance themselves 
may all cause parents to be unable to support their child's optimal 
development. Intervention programs that address any of these 
problems are likely to result in benefits for children and families. 
Programs designed to address combinations of problems are likely 
to be even more effective .... 

. . . For this reason, we would argue that comprehensiveness 
and coordination, of all services likely to be needed should be a 
pYr^^^^^ of family support intervention. While a laboratory 
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research paradigm might suggest attempting to separate com- 
ponents in order to contrast Aem (e.g., day care for children vs. 
home visits for parents), in our opinion, that is not a promising 
research strategy. Attempting to determine which component of 
a program is most impoi-tant may be akin to testing whether 
surgeiy is more important than medication in treating illness: 
... In the present project, utilization of the day care and home 
visit conqxments was negatively correlated, reflecting the feet that 
what one family needed was not necessarily needed or wanted 
by another. Also neither component alone significantly predicted 
any later outcomes .... What remains to be accomplished in future 
research is the clarification of many issues of program design, 
targeting, and timing. But what no longer seems in doubt is that 
intervention can be implimented that can greatly enhance parent 
and child development in families at high risk and that the cost 
of failing to do so is high in both financial and human terms." 
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Report of the Maine Delegation 



1. Presentation by John Serrage 



My name is John Serrage. I am the Director of the Division 
of Maternal and Child Health in the Bureau (^Health in the State 
of Maine. 

Current Status of Families in Maine Maine is a large, mostly 
rural state, with low income people scattered in urban and rural 
settings. The total population is one million. There are 16 coun- 
ties which range in population fix>m 225,000 in Cumberland to 
18,000 in Piscatoquis. Many 6[ the states poor are isolated from 
health and other services. Most of the states population has been 
stable over the last 10 years exc^ that ^people are leaving Maine's 
two most northern counties, Aroostook and Washington, and peo- 
ple are coming to Maine's southern and coastal counties, primarily 
York and Lincoln. There are 38 people per square mile in Maine 
as compared to 200 for New England as a whole. The unemploy- 
ment rate is highest in the large northern rural counties (8.6 and 
9.8%) and lowest in the southern and coastal counties (2.7 and 
3.7%). I will give you an overview of some of the status statistics 
that I have. I have a lack of knowledge about the social service 
side of the system and the person who was supposed to present 
that is not here. Of the areas asked for: pregnancy outcome, rates 
for hospitalizations of children under one, child abuse, injuries 
and developmental status, we have most of our information on 
pregnancy outcome. The state probably has child abuse data. I 
am not familiar with it. The ii\jury data is lacking for the most 
part except that Maine has high rates of death in children from 
fires, drowning, suicides, and auto accidents. Neither this data 
or hospitalization data has ever been analyzed for the purpose 
of prevention that I know of. Child development data is also not 
available but there's much more activity in this area and I think 
that one can make an assumption that this is where the real gains 
are to be made in improving the ultimate outcome. That is, the 
passing of the child into a happy, successful adult. Perhaps the 
other two speakers can say more on the developmental status d[ 
Maine's children and the plans to influence it, but I will speak 
on the health status cf Maine's children. 

Maine's fertility rate (1984^6) is essentially the same as the 
^j-^nional average (62.7 births per 1000 women age 15-44). There 
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are 16,000 births per year. Maine's teenage pregnancy rate (13.1%) 
has been stable for the last 10 years but it is still the 9th highest 
in the United States for a white population. In 1986 there were 
3000 teen pregnancies. Eighty-two percent of Maine's pregnant 
women begin prenatal care in the first trimester but only 60% of 
the 600 teenagers between 16 and 17 years of age b^an care that 
early. These figures have been rising slowly but steadily over the 
past 10 years but they've dropped slightly in the last year. Only 
4% of Maine's live births receive no or third-trimester care only. 
Twenty parent (^Maine's births are bom out of wedlock; a figure 
iK^ch has continued to rise. Sixty-one percent tit the babies bom 
to women under age 20 are out wedlock; a figure which is ris- 
ing even faster. The low-birth weight rate is 6.1% for the popula- 
tion as a whole. It is 7.7% for all ages if out of wedlock, and 6.9% 
for all births to teenage women. From this and other data I do 
draw a conclusion, I'm not sure how valid, but there appears to 
be a greater risk in singleness at any age for low birth weight 
than in adolescence. On the other hand, the highest risk is in the 
unmarried adolescent in which the low-birth weight rate is 8.1%. 
There is the usual relationship in Maine between the onset of 
prenatal care and low-birth weight. For 1986, the neonatal death 
rate is 6.6%, the infant mortality rate is 8.7%, and the perinatal 
death rate is 11.4%. This latter rate is based on using 20 weeks 
and 28 days for definition. The nugor causes d infant dea^ are: 
low-birth weif^t, congenital anomalies, and SIOS. The percent 
of home births in Maine is one percent and that figure has been 
constant for the last 10 years. The figure for other out-of-hospital 
births is another 0.6 percent. 

Organization of State Government for Services for Woman and 
Childrem Financial assistance tat women and children (AFDC) 
is in the Bureau of Income Maintenance, medicaid is in the Bureau 
of Medical Services, well-child, prenatid, and family planning pro- 
grams are in the Bureau of Health, and child abuse and neglect 
and subsidized day care are in the Bureau of Social Services. These 
four bureaus makeup what we call in Maine the Department of 
Human Services. Headstart, on the other hand, is in the Ofiice 
of Community Services which is a cabinet level position. 

There are 20,000 day care slots available in Maine. To relate 
that to need, there are 16,000 births per year. These slots are 
available in 180 registered day care homes, 757 licensed day care 
homes, 166 day care centers, and 288 nursery schools. I'm not sure 
what the difference is between a registered day care home and 
a licensed day care home but there is a difference. Of these 20,000 
children approximately 3,000 are subsidized by the state. The 
*ERXC^ level for subsidized day care is anybody with income 

' An 



MAINE DELEQATION 



up to 116% of Maine's median income which is an income of 
$422.00 par week for a family of 4 ($21,944 per year). 

far as local services, most of Maine is governed as one large 
community and there are not very mtny subdivit ..ons of signifi- 
cance. There are, I think, three cities in the state that do have 
their own oalth departments but other than thst eveiything is 

dealt with on a statewide basis. There have been many task forces 
on q>ecific subjects related to women and children over the years 
but there is no permanently sitting task force addressing femilies. 

Primary Prewntion in The State of Maine This centers around 
four ureas: parer ting education, teenage programs, preschoolers 
at risk for developmental difficulti«s, and home visitation. Tm 
only going to touch briefly on these. The first major area is parent- 
ing education The Bureau of Health has sought to promote oarent- 
ing education throughout the state in three ways. The first is by 
training and encouraging people to teach parenting. We have pro- 
vided training programs and certification. We've also urged the 
child birth education people in the state to take up parenting 
education as a sideline. 

(Manoffi Where does this teaching the parent take place? 
(Serrag^ It's usually in a loca' Holiday Inn, I mean it's 
around the state. 

(Manoffi It's not in an educational facility? 
(WeiH No, except in a few cases. 
(Chamberlin) But it's paid for by the state? 
(Serrag^ Yes. 

(Chamberlin) How often are you training? 
(Serrage) We have a yearly program. 
( ^hamberlird Are you working dkectly with parents or train- 
ing parent educators? 

i^crage) We're encouraging people to teach parenting. 
(Mai^ff, Tn che schools? 

(Serrage) Usually in the community in large basements or 
whatever. 

(Weih But those people trained are providing training to 
parents. It's not as though no parents are being trained. 

(Pieraon) So the typical participants in these training sessions 
are day care workers, social workers. 

(Serrage) And >'hild birth educators. 

(Berry) Do you teach a specific curriculum such as the Nur- 
turing Progremal 

(Serrage) We probably have started our own and we've 
brought in outside speakers. This year we are using an organiza- 
S)m Massachusetts called COPE. 
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(Mongan) Does the State Education Department pay for the 
training? 

iSerrage) No, the Bureau of He-lth. 

(Manoffi These people who are trained, they're not reaching 
more people. Th^'re ta'^ng this training back to where they work 
and including this ne ibrma^ion in the work they do with the 
people who are alrec. , coming to them. This doesn't give you 
greater outreach. Is that right? 

iSerragd Yes and no, some public health nurses, for exam* 
pie, were ah^ady doing that. On the other hand, there are « ther 
people who get this training who never did anything before and 
go back and start a parenting education course in tiie community 
where there was none. 

(Manoffi What percentage would you say are new? 

(Serra^) At least half of the people there. 

(Manoffi And the total numbers trained are how many for 
the state? 

iSerrag^ We have nineteen teachers certified now. 

{Piersoni But the participants do get certified? 

(Serragd Yes, we do that because we also pay them to deliver 
the education, so we want to only pay the certifi'Hl teachers. 

(Pieraoni Is there any connection with a higher education 
fac' 'ty. 

sSerragei The University of Maine has marginal connections 
with this. We're trying to get them to begin all sorts of things 
but right now they are not heavily involved in any. 

Now the three pronged approach to parenting education: The 
first one, that we just talked about, was to provide a base of 
teachers that are available to teach. The second one is to sell the 
idea of the need lor parenting information to the general public 
so that they would seek out the teachers. To do this, we have had, 
for the last three years, what we refer to, perhaps presumptuous- 
ly, as a marketing campaign for parenting education. We have 
had television, radio, and newspaper/poster ads. We have had 
materials published that we have distributed through those ads 
to try to sell parenting. We have produced resource books for every 
county in the state indicating where parenting teachers are located 
and how to reach them. All these thinf ve distributed to the 
best of our ability. 

(Manoffi Any visible results to that effort? 

(Serrage) Well, we get results from the television ads by peo- 
ple calling in and asking for the booklet. 

The third prong of this attack is to provide reimbursement 
for those who can't afford to pay for the courses. So what we've 

' O > is provide the teachers, create the interest, and then 
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pay for the training. We will pay ^l-r the parenting education for 
any family with an inconoe up to 172 v6 of the Federal poverty level. 
We have just finished a great effort convincing the medicaid peo- 
pie that they should pay for parenting classes as part of the 
medicaid program and that is functioning now so that everybody 
iq) to 172% of poverty has free access to a parenting class. We've 
done some marketing research to try and find out first of all 
whether people believe they have a need for parenting education 
and second, whether they have an interest in getting it. I have 
to say that the classical parenting class for which you go one nic^t 
a week or one night a month for six months or whatever, is not 
high on people's list of ways to learn about parenting. What they 
do say is that they want to get their parenting education primarily 
through television and reading materials and we are working on 
ways of dealing with that. We've talked about, for example, hav- 
ing a lending libraiy of VHS tapes and that's a possibility. 

Our second nugor focus area is on teenage activities. We sup- 
port several teenage programs. The first one is to provide com- 
munily sex and family life educators. There is a tea<^er of family 
life education an ^ sex education in each county. That person goes 
around to the schools in their county, tells the school Uiat they're 
available as a resource for the family life education/sex educa- 
tion course in that school. They will help the school design the 
course, and, if so desired, will come in and teach it which is what 
most schools have wanted. They will also work in the non-school 
conmiunity, although that's a lot less organized. 

The second teenage activity is support groups for pregnant 
and parenting teens statewide. This includes finding that person 
a place to live, getting them a job, getting them a GED certificate 
if they need it, finding day care, and just general support for these 
people inclucUng parenting education classes and respite care. 
There aren't enough of these programs at this date but they are 
scattered very thinly over the entire state. 

iSerrage) Thethirdteenactivity is peer counselling. We have 
a counselling network that the Bureau of Health also funds in 
the state. I guess now about half of the state's high schools have 
peer counselors in them. We pay for the training of the trainers 
and the trainers go out and train the kids who counsel the other 
kids. They're also functioning in an outreach capacity and we're 
trying to sell that program to the rest of the high schools. 

A fourth teen effort involves two achoolrbaaed health centers 
in the state that are piloted for three years. They have been func- 
tioning just for the last six months. One is ftmctioning extremely 
well, the other is just getting started. In addition to the those two, 
■"O*' ®t school-based day care tenters in which we have 
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a day care center in the school for the benefit of the teen parents. 
In the one functioning the longest, all the girls that had dropped 
out the year before came back with their babies. Now they don't 
drop out at all. They just stay in school and I'm very pleased with 

it* 

The third nugor program area involves preschoolers cU risk 
for developmental difficulties. Preschoolers at risk benefit from 
an interdepartmental effort which is a statewide network (tf case 
management agencies that do PR about the eflTort, screen, counsel, 
and case manage. These are in turn overseen by a state inter- 
departmental committee. This committee has also recently become 
the council which is mandated under 99-467 public law and is ex- 
panding its activities from the 3 to 5 down to birth. We're also 
expanding the program to include children at psycho-social risk 
as well as those established handicaps and moving toward a more 
community wide focus. The other two speakers will be able to 
speak much more fiilly about this interdepartmental effort. 

(Manoffi. What's the substance of the services proWded for 
preschoolera? 

(Serrage) This is a statewide program but it varies from 
region to region because it is locally controlled. There are people 
who try and find preschoolers who are having problems, either 
by going to the physicians in the area or advertising on the 
bulletin boards of supermarkets, or whatever. They try to find 
kids who are not developing normally and get their parents to 
bring them in for assessment and get them into an infant stimula- 
tion or preschool program to prepare them for scI 1 entry. 

I've discussed three of our relative successes. TLt fourth item 
that I have on my list which is Iiome visitation is not one of our 
successes. It's an incomplete task. We have not been able to 
oi^i^ and coordinate the numbers of people who are making 
home visits in our state. There are too many agencies, too many 
turf problems, and separate sets of rules that we'\ e run into to 
try to deal with this. In general, Joe people that are making home 
visits now in our state all by themselves are public health nurses, 
child development workers, AFDC workers, and EPSDT workera. 
All these people go into the home and, as far as we see it, they 
could organize to go into different homes and spread their ser- 
vices to a wider population but they don't. They could organize 
to give one message and they don't. These workers come from the 
Department of Mental Health, the Bureau of Health, the Bureau 
of Medical Services, and the Bureau of Social Services — four 
separate agencies which is the reason for the lack of coordination. 

Pieces ofLegislatio,}: For historical reasons, I'd like to say 
tl ■ 1 two at the federal level that have improved service the 
ERjC 
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most in our state were the Block Grant in the first place and 
secondly the Jobs Bill. Both require siq>portive local administra- 
tions which we had and the Block Grant allowed the state to 
design its own program. The Jobs Bill infused a large amount of 
mon^ into the state without any strings attached to it and it 
alloi^ us to do something new which we did We b^gan our 
prenatal reimbursement program with that Jobs Bill and it was 
one of the most successfld things that we've done in recent years. 
At the state level the legislature has stabilized fimding for 
prenatal care, for child development clinics, for genetic services, 
and for community family life education by allocating permanent 
state monies to those particular services. The prei:atal care reim- 
bursement program is for persons not covered by medicaid up to 
172% of the Federal poverty level. The child development clinics 
are fhnded in part by the Block Grant and in part by permanent 
state money. Genetic services are likewise, and the community 
educators that I mentic '^ed before are also fUnded by state money. 

Other non-budget bills include the one that organized the in- 
terdepartmental committee that I referred to for preschool handi- 
capped children which is mandated by the state legislature and 
our recent K through 12 school health education mandate. We 
now have a state law which requires school health education K 
through 12. There are 10 subareas that are covered, including 
family life education. It cannot just be a course given in the 5th 
grade or 11th grade or whatever, it's got to be spread out over 
K througli 12 and there will be an army oT investigators going 
out all over the state to make sure that it's done correctly. 

The final thing is the new governor's child-care initiative. 
What this is suppose to do is produce six regional resource centera 
to urge the expansion of day care, to raise the awareness of the 
need for day care, and to provide technical assistance for those 
who wish to provide day care in the community. These six resource 
centers are in the process of development at the present time. This 
was funded through the legislature this past session. 

Problems Encountered I've been listing problems along the 
way and one I've i>Jready mentioned was the problem in organiz- 
ing home visitation services. Another nugor problem we've had, 
and that's one of the main purposes fbr this conference, is to create 
an interest in primary prevention and the community wide pre- 
vention activities being discussed at this conference. We need to 
create an interest among other state administratora and the 
public. Someone firom the new administration and someone from 
the legislature were supposed to be here from our state to listen 
to this discussion and to share in it and this has been thoroughly 
O rted by circumstances. In fact, we now have an even more 
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serious problem in our state. The new administration has not 
decided yet whether the Health Department should even be pro- 
active as opposed to reactive. And so for that reason I have to leave 
the meeting early in order to get back and try and help set the 
goals for the future. 



Report of the Maine Delegation 

2. Presentation by Jane Weil 



My name is Jane Weil and I work with Project Aims at the 
University of Southern Maine. Aims is a federally and state sup- 
ported prqject looking at emotional and psycho-social risk factors 
for infants and young children and their families. Steve is going 
to talk about that a little bit more because he's on a team work- 
ing with Project Aims. I've been involved with Maine's services 
to preschool children with special needs for about 15 years and 
will speak to a few of the other questions that were asked of the 
state teams. 

Government Programs Available to Provide Subsidized Educor 
tional Opportunities for Non-handicapped Preschool Children ages 
3, 4 and 5? About 4 years ago the Maine legislature appropriate 
nearly $2 million to expand Head Start in A^dne with state funds; 
one of the few states at that time to have done that. I have copies 
of a report that I worked on regarding that expansion. This all jwed 
a third more children to be served 1^ Head Start, which is about 
25% of those eligible. The national average is about 20%. So that 
is an important new service to some children in the state that 
was not available before. It allowed new Head Start Centers to 
be started in about 20 communities. 

Question: What is the definition of eligibility for Head Start? 

iWeiH The Federal poverty level. There is also a federal al- 
lo^^ that 10% of those admitted can be higher income children . 
IpD ir another mandate at the federal level that 10% of the 
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children served should be handicapped. So they are a significant 
service program for handicapped children. 

The preschool coordination ^stem, the interdepartmental 
system Uiat Dr. Serrage mentioned, is one that has a very inter- 
esting history in the state I think. I have a one page summary 
rfthe growth (rf* that system ^Dund at the end of this report). 
I think is exciting about it, is that it's fully state funded. It is, 
I think, a very good example of 'interdepartmental' worldng 
together. It involves our Department of Education, Department 
of Human Services of which Dr. Serrage is a part, and our Depart- 
ment of Mental Health and Mental ^tardation. There's a state 
counsel that Dr. Serrage and I are both on that includes represen- 
tation from those three state agencies, three parent represen- 
tatives. Head Start is represented, now the Maine advisory com- 
mittee to special education is r^resented, and a consumer 
organization called The Association for Young Children with 
Special Needs, which is the advocacy group that really got the 
whole qrstem underway. That ^stem has grown over about a 
12-year period. There were three pilot programs in three coun- 
ties initially back in 1977 and from that the ^stem grew over 
time until there are now 16 coordination projects in our 16 coun- 
ties. The k^ person is the coordinator. Each of those projects is 
headed by a coordinator who organizes child find, child screen- 
ing, and child service development efforts on the behalf of in- 
dividual children. So the mandates of public law 94-142 and now 
the mandates of public law 99-457 are carried out through these 
coordination qrstems. It is within these systems that programs 
for individual children get developed with parent participation. 
Each coordination site has some dollars to buy services for children 
that they themselves do not provide. They are not primarily direct 
service organizations but coordination organizations. The amount 
of direct service they provide varies widely across the state. Th^ 
are locally controlled. Their funds have tended to be handled by 
school districts but th^ have governing bodies that have the ri^^t 
to hire and fire the coordinator as opposed to the school board, 
so they're quite independent organizations. If a child, for instance, 
needs physical therapy and there's no other way to pay for it, the 
prqject can use some of its funds to pay for that physical therapy; 
or if a child needs to be placed in some kind of a group program 
and the only thing available is a nursery school that charges a 
tuition and the family can't pay for it. the prqject can pay for 
that service. Now with 99457, the new . «rderal law that has been 
passed this qrstem is going to expand from a 3 to 5 year old system 
to a birth to 5 year old ^stem . Each state under that federal man- 
d j has the ability to define at risk and developmental delay in 
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its own terms and the direction that our interdepartmental com- 
mittee is moving in, I think, is to have some quite broad defini- 
tions regarding at risk and delay. So I see those 16 coonlination 
projects as a very good way to provide early services to children 
who do not have an established handicap and whose problems are 
mudi less dearcut. There's a lot of service that's provided to 
fiunilies and a lot of parent education that goes on either through 
home visits or through encouraging parents to become involved 
in classes or group programs. A number of the projects provide 
parent support networks and through that system and throu^ 
some other things in the state, I think there's a relatively active 
poup of parent advocates who come to lobby the state legislature. 
I think there are ^orts in the state to increase the sophistica- 
tion of those parents and increase their willingness and their 
understanding of the i^stem and ways to impact it. 

AnothOT question that was asked was about "Fimding for the 
Primary Prevention of Child Abuse and Neglect." There are also 
child abuse and neglect councils in Maine and I think we now 
have 16 of those. A few of them serve more than one county and 
some of them like the one in Portland serves the city of Portland, 
so they aren't all by county lines, but there is now, I think, 
statewide coverage. We have a strong history in Maine of local 
control and so this system also has boards of directore that come 
from the community. They get funding primarily from the Bureau 
of Social Services within the Department of Human Services but 
they each do local fund raising. Their primary fiinction is preven- 
tion rather than treatment. They work on that in their own com- 
munities to raise the awareness of child abuse and neglect by try- 
ing to bring in conferences and workshops for workers in the com- 
munity and families on how do we prevent abuse and neglect. 

Another question was asked about what other parent educa- 
tion and support programs such as parent drop-in centera are 
available. Tliere is a parent drop-in center in Steve's community 
which he may be planning to talk about. What I wanted to say 
about the fundmg for these is that they are large^ funded through 
purchase of service contracts with various parts of state govern- 
ment. The Department of Human Services, particularly the 
Bureau of Social Services and the Division of Maternal and Child 
Health put out RFFs for various kinds of services including parent 
education. The other vaajar department that gets into that is the 
Department of Mental Health and Mental Retardation which also 
has a purchase of service capacity. Tliere's a very strong history 
of private agencies in Maine whic^ exist on a munber of contracts 
that they mifl^t have with various parts of state government so 
t D^r^***®' "S^ocy n»y provide services to preschool ban- 
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dicapped children, do some things around teenage pregnancy, do 
some of that through center based programs and lK>me visiting 
programs, work on prenatal issues and do all of that with grants 
and contracts from various parts of state government and local 
fund raising. 

I want to just briefly comment on the two pieces of legisla- 
tion that Or. Serrage mentioned. The sdiool health education re* 
quirement canie as part of our school rdcnrm ^ 
as the Head Start money was aj^ropriated. It's taken a few years 
for those reforms to start working their way into the school 
qrstems but t|iere is an active school ^alth education coalition 
in our state that is, I think, working to see that the school health 
education requirement in that law is followed. There's a lot of 
activity now going on in the school heal^ curriculum including 
the family life education area. A lot of schools are resistant and 
a lot of schools don't know where to put it. How do we teach fiunily 
life from K through 12 and do it well and who is responsible 
and all those questions, but it is being dealt with more and I see 
that as something that will eventually not be such a controver- 
sial issue as it has been. 

Some of the school based health centers that are getting 
started in Maine are doing very well. Fm familiar with the sdiool 
that's running the day care program where all the girls are back 
in school and that's being run through the Home Economics 
Department. The teacher is excellent She's been m that commun- 
ity for a long time, she's trusted, and I think it's working very 
well. Last year there was a family support bill passed that was 
initiated, not through our Department of Mental Health and Men- 
tal Retardation, but through advocacy groups associated with that 
department and the fimding that was passed will be administered 
by that department. It was an impwtant bill because the primaiy 
testifiers of the bill were parents <tf handicapped children. They 
were there to talk about the needs for respite care and other kinds 
of supports for parents. I'm told they made a tremendous impres- 
sion on the Appropriations Conunittee who set up a specific task 
force to investigate why these services were not forthcoming from 
the Department of Mental Health and Mental Retardation. A 
small amount of mon^ was i9>propriated but I think it was a foot 
in the door for the whole family support concept which is a rela- 
tively new term for our legislature to understand. 

The legislator who could not be here, Charlene Sydell, came 
into the legislature as one of those coordinators of preschool pro- 
grams so she brings a very interesting perspective to the legis- 
lature. We talked on the phone and ^ oe point Aib would have made 
''O could have been here was there have been some require- 
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ments in our state that high level departmental people come and 
testify rather than more mid-level biireaucrats who have a real 
working knowledge of programs. She said she would recommend 
that this policy be reviewed at the state level because there's a 
need for mid level bureaucrats to testify before and work with 
the legislative committees on specific pieces of legislation. She 
said (ten't send us a deputy commissioner who doesn't know 
ansrthing about the prenatal care program when we're working 
on a specific piece of prenatal care legislation - we need bureau- 
crats who really know what's going on in that program to help 
us shape a bill that will do what we want it to do. 

In the marketing campaign that went on around parenting, 
I think, from the feedback I've had, there was a very successful 
magazine called 'Maine Parent' that the Department of Human 
Services funded that was distributed t^ugh supermarkets and 
everywhere. I have heard it's one of the things parents could call 
in for and have sent to them. They could also pick it up all over 
the state. It was very well done, glossy, you know, not a pamphlet. 
I've heard repeated requests for that kind of thing to be a stan- 
dard procedure from the department. I'm not sure if that's feasi- 
ble but it was very well received from both within the worker com- 
munity and the conununity at large. 

(Manofff Who put the magazine together for the department? 

( WeW It was a health educator within Dr. Serrage's bureau 
and I wish I had a copy with me because I'd be interested in your 
views of it. 

The last question was "What Are The Main Problems That 
You Have Encountered in Trying to Implement Programs to 
Strengthen Families?" I think my response to that would be the 
general lack of public knowledge about parenting and child 
development. Across the board, you know, very well educated 
friends of mine, who recently adopted a child know nothing about 
child development. They're having as much trouble raising this 
infant as a low-income single parent. Their lack of child develop- 
ment information is just phenomenal. Parenting and being a 
parent is something we don't teach people about. I guess there 
are some new shows on television this season where babies are 
a central focus. But in the general media we are not struck often 
enou^ by being parents and the kinds of messages we get through 
the media about families are often very ske\^ so I would say 
that that is a pervasive problem, probably nationally. 

(Chamberlin) One of the things that bothers me is the ap- 
proach in which you start off with a program for handicappeid kids 
*E rJc^ ®*P*™^ *o thow at environmental risk. It seems 
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to me this medicalizes the intervention because the programs 
become staffed by therapists who have been taught a therapeutic 
orientation. It seems to me that the Headstart model in which 
you start with a general program and then add special services 
for kids with special needs is a much more appropriate general 
model to promote development 

(Weid I would tend to agree with you. However, in Maine, 
although it did start out with handicapped children, the coor- 
dinators do not tend to be medical pd<q)le. They tend to be early 
childhood educators and child development pe<q[)le. I don't tiunk 
there's a therapist among them although they contract with 
therapy services. Increasingly, th^'re getting to be administrators 
and managers as new people are hired and I would say in general 
that the system has had an inclination to serve every child that 
seems to need it. In other words, to interpret handicap very 
broadly. 

(Chamberlin) But you're still starting from a handicapped 
base and expanding out and it seems to me what you ought to 
have is basic services for eveiybody and then special services for 
kids with special needs as in Scandinavia and other countries. 

( WeiH I would agree that that's ideal and I think the expan- 
sion of Head Start in Maine is a small step in that direction. How- 
ever, I think the local people in the community know more about 
services to young children through the coordination system than 
through Head Start. Head Start, unfortunately, because it's 
always been a federal program, is known by the people it serves 
but it's not known by the community in generd. I think it's got 
an excellent base to start fr^m because there ai-e cdl those people 
out there associated with Head Start who are used to advocating 
for it at the federal level and they've saved it time after time from 
funding cuts. That advocacy energy could be turned to focus on 
state legislatures as well. Unfortunately, in Maine we didn't have 
to fight for this expansion of I^sad Start. It came as part of the 
school reform bill. It was a small amount d money compared to 
the total package and the Head Start advocates were almost 
behind ratiier than ahead of that effort and so that money came 
to us fairly easily. Other states are really having to fight to make 
that kind of effort and I think that is a base to start from. The 
problem with Head Start is that it is seen as a low-income pro- 
gram. So for those of us who want to see community wide ser- 
vices for everybody. Head Start has that stigma of being a low- 
income program. However, I think the man on the street who is 
asked about Head Start doesn't necessarily think of it that way. 
People tend to say, 'Oh yes, that's some kind of good program for 
^ ' 'i^ kids.' But when one starts to look at it carefully people are 
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going to say, Sirell, that's a low-income program/ so it has some 
of the same disadvantages from that perspective I think. 

(Boner) To respond to your question from my view of one 
preschool prqject, it may not be an improvement on what your 
portraying it as, but it's slis^tly broader. That is th^'re not going 
just from a handicapped prospective but looking at it as an "at 
risk" sort of thing. 

{Chamberlini But that's still a deficit model. You have to ac- 
cept yourself as being at risk. It's like the child abuse programs. 
In order to get services you have to say you've failed as a parent 
and you're about to abuse or neglect your child. 

{Bauefi Actually, as construed our program isn't presented 
that way. I think it functions that way but the preschool program 
is offered to everyone. Everyone who is bom at the hospital has 
contact with this program and has one visit from a program 
representative if they agree to it. It's not presented to families 
as an "at risk" model with that categorization and stigmatiza- 
tion. In actuality, most of the efforts end up being applied in an 
"at risk" method broadly defined to include psycho-social risk. 
However, in its presentation, it's more of a universal model open 
to everyone. 

iChamberlin) And the child abuse program, do you have to 
admit that you're at risk for child abuse in order to access those 
services? 

(Weid Most of their activities are not directly service oriented. 
They are community education and community outreach rather 
than a service to a particular family. They're really working on 
a prevention model so it's a lot of public education and public 
awareness. 

iChamberlin) Can you access subsidized day care for families 
that are experiencing a lot ci stress without having to say that 
they're likely to abuse on neglect their child? 

(WeiO In ttie 16 preschool pn^jects around the state, they all 
have their own names. There's one called First Step, there's one 
called Co-Step, there's one called Opportunities. The word 'han- 
dicapped' is not in the name of the project and I think in large 
part they're seen as available to anybody but they are not com- 
ing from the place that you'd like to see them coming from and 
I would like to see them coming from that place too. 

(Bauer) In our defense, though, that's not our fault. The 
federal government is the one that sets the rule for that. 

{PieraofH Did you say that the school was the fiscal agent for 
the 16 coordination prqjects. 

(Weid That was a requirement in the beginning. And then 
y B was a site that couldn't find a school that would do it and 
\J v> tftt's been relaxed but in most cases schools have been the 
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fiscal agents but the local coordinating 4X>uncil controls how the 
money is spent. 

(PiersorH So it's strictly a pass through. Is the school taking 
a leadership role in any of your 16 models? 

(WeiH Not to any great degree. That would be encouraged 
insofar as a local school district might be running a center based 
preschool handicapped program of some kind, but I think there 
are only 28 schools in our state that are doing that. 

(Pieraofd For all 16 models is it open for all children, birth 
to kindergarten? Is that what preschool means? 

(WeW It started out as a 3 to 5 system. Then about 4 or 5 
years ago pilot projects to identify riA, delays or handicaps at 
birth were started in two counties. Now with 99467 the whole 
flystem is going to become a birth to 5 ^stem with individual fam- 
ily service plans developed for all children birth to 5. 1 think we're 
the only state that submitted a state plan for a birth tc 5 system 
as opposed to a birth to 2 and a 3 to 5 system. 

(PfViernik) Your interest begins at birth and the only pre- 
birth qrstem is also high risk related only to the teenage preg- 
nant girl. 

(WeiD Primarily. 

(Papiernilii I see that you have not integrated these with ob- 
stetricians yet and to that I would propose that programs would 
begin during pregnanpy or maybe before pregnanpy . This is what 
we have done in France. Not to deal only with babies at risk but 
to reduce the numbers of babies bom at risk in a given commun- 
ity. This is really the only thing to add to your program. 

{Bauei) In tiie preschool project in our communily, it was 
realized early on that everything you said is exactly true and that 
it makes little sense to arbitrarily say you start your services at 
birth. Therefore, our program has moved into the prenatal area 
so that the 0 to 5 prcject actually is beginning services during 
pregnancy and has made liaisons witii the physicians who are 
delivering babies. Again it's limited by being a ''high risk" ap- 
proach. Their involvement is with mothers who have been 
designated as having problems generally by the physician who 
is taking care of the pregnancy or by public health nurses and 
so it's not population based. However, it's a step beyond waiting 
until the baby is bom when there are already manifest stresses 
and strains that can impact on the outcome of the pregnancy. So 
the preschool program in^ at least moving in that general direc- 
tion and it's been very successfiil and well receiv^. The people 
who are delivering babies have found it very useful because they 
often perceive problems but had a sense that there was no par- 
O liar way to deal with those non-medical aspects of the situation. 
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HISTORICAL DEVELOPMENT OF MAINE'S 
M COORDINATION SYSTEM 
for YOUNG CHILDREN with SPECIAL NEEDS 

1977, The Association for Young Children with Special Needs 
(AYCSN) developed and found sponsors for 2 bills presented to 
the Legislature; one for mandated services for handicapped 
children beginning at birth; a second for services beginning at 
age 3. The bills were heard by the Education Committee which 
wanted to know what state and federal funds were being spent 
by the Departments of Educational and Cultural Services QECS), 
Human Services (DHS) and Mental Health and Corrections (now 
DMH/MR) for these children. Agreement reached between AYCSN 
and the Conmiittee that both bills would be withdrawn in ex- 
change for the Committee issuing a Joint Study Order to the Com- 
missioners of the 3 Departments. Hie Study Order required a 
report back to the Legislature describing (1) Maine's efforts on 
behalf of young handicapped children at that time, (2) estimates 
of numbers of children needing services and (3) recommendations. 

1978, The report, required by the Study Order, was prepared and 
submitted back to the Legislature, by way of the Education Com- 
mittee. It reconunended that 3 **pilot'' projects be fimded at 
$60,000 each to coordinate, at the local level, the activities of the 
3 Departments. DECS, with federal funds available to it, agreed 
to fund 2 more "pilots.'* A competitive grant process was estab- 
lished requiring the elements of Local Coordinating Committees 
(LCCs) be formed to write initial proposals. The basic member- 
ship of the state coordinating committee (the Interdepartmental 
Coordinating Committee for Preschool Handicapped Chilch^n or 
ICCPHC) was set out in this legislation. The first five projects 
were funded. 

1979, Two more projects added with federal funds. 

1980, An early childhood consultant added with state funds. 

1982, Three more projects added with state funds. Total of 10. 

1983, Four more projects added with state funds. Total of 14. 

1984, Last 2 projects added bringing total to 16. All projects and 
early childhood consultant now supported with state funds. Also, 
permissive legislation passed allowing projects to extend coordina- 
tion assistance downward below the age of 3, but not direct 
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188S. Funds from the Developmental Disabilities Council al- 
lowed expansion by three projects to meet needs in previously 
unserved rural geographic pockets of the state. 

198& The "Retirement Bill" was initiated to protect prqjects 
whose staff were part of the Maine State Retirement l^stem. 

Currant With the passage of P. L. 99-457 (the amendments to 
the Education of All Handicapped Children Act) will require states 
to serve all handicapped children from the age of 3 by the school 
year 1990-91. It also allows states to initiate planning activities 
for servicta to infants who are handicapped or at-risk. 

Maine has taken advantage of this federal legislation to do 
two important things: (1) establish ICCPHC as the state's appli- 
cant for the federal ftinds (rather than any one of the three primary 
state agencies, and (2) submit one work plan for 0-5 year olds in- 
stead a 0-2 pla. and a 3-5 plan. We understand Maine is the 
only state to have submitted a single plan. 



Report of the Maine Delegation 

3. Presentation by Stephen Bauer 



The perspective I would like to give is that from the local level 
in nu*al western Maine, from the point of view of an agency that 
has been collaborating closely with the state programs and in 
many ways, I would like to think, has been instrumental in help- 
ing to move them along over the last 10 years. Pve been a pediatri- 
cian in rural western Maine for about 10 years now. When I ar- 
rived there, I was just out of public health school and had been 
exposed to a niunber of the concepts that Bob Chamberlin has 
discussed here in terms of how we look at developmental servicer 
and preventive services. These ideas were starting to become 
disseminated around 10 years ago and it did not tdke me very 
lonx in primary care pediatrics in a rural area to re&lize that there 
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^' a good deal of truth to them and to realize that there were 
distinct limitationa within the traditional medical model to what 
any physician could accomplish in terms of promoting the health 
^d welfare of kids. There were two pediatricians at that point; 
the two (tf us shared this view and, a i a result, tried to restruc- 
ture our practice so thf it took into account a number of these 
larger concepts, thus jning a whole variety of options. 

What rd like to describe very briefly is how that has evolved 
over 10 years and then describe Project Aims which is another 
way in which these concepts are hopefully going to have an im- 
pact at the local level. 

About 10 years ago we changed a private practice <£ pediatrics 
into what is now called the Child Health Center of Norway, Maine. 
It was formed as a non-profit health and service agency within 
the region of western Maine. At its core is a fairly traditionally 
oriented private practice of pediatrics; traditional in the sense of 
trying to deliver high quality medical services to children, but 
non-traditional in its sense of the primacy <^some of these popula- 
tion based factors and our hope to deal with them, as well as a 
very strong commitment to a developmental orientation. As other 
programs have been added, it has been useful to have that medical 
aspect integrated with the other aspects. There are not many 
health agencies around that I have encountered that have been 
ablp to integrate the medical/developmental perspective, which 
has its own set of rules and orientations, with tl^ other community 
aspects. Bit by bit— in most cases with a good deal of help from 
the state and aided by the fact that there was a vacuum of ser- 
vices in our area at that time- :t was possible to set up other pro- 
grams as part of the Child Health Center. The first was an early 
intervention program with a fairly traditionally oriented multi- 
disciplinary emphasis for children with a variety of handicaps. 
Over the years this has shifted somewhuw from emphasizing 
children with established handicaps to those at ''psycho-social 
risk" (children lacking development q>portunitie8 or exposed to 
high stress ntuations) because that is where most of the need ap- 
pears to be in our area. We also have a conmiunity haaed nursery 
school as part of the Child Health Center which is integrated with 
the early intervention program so that it provides an opportunity 
for mainstreaming experience. It also places an emphasis on 
parent involvement in the way it runs and we use it as a model 
in that sense for encouraging parent and family involvement. Jane 
mentioned the parent support center which is one of our newer 
programs and which I think addresses most closely many of the 
concepts that are being discussed at the conference here. It fits 
into the broad category of a parent drop-in center. People can be 
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referred by public health nurses, physicians or from a number 
of other sources to the program. It is a place with information on 
parenting resources and collections of parent education materials. 
It is staffed by a pediatric nurse practitioner and parents- -in most 
cases mothers— can drop in during the hours that it's open. There 
is also a program of activities such as exercise classes, which turn 
out to be a very useful drawing card to get people into the whole 
thing. The exercise class has no fee charged and you can bring 
your child with you. It's been a place to offer support to families 
and that support offered to all families so that it isn't built on 
a "high risk" model per se (although people who are designated 
'%igh risk'' can bo referred and integrated into the model). I tU 
it's been a very effective kind of focus for family support activities 
within the community. It was donated space originally. Currently, 
it's a redone bam at the back of the Child Health Center. It's space 
that is barely adequate. It's moved around because of the kinds 
of pressures you face keeping a program like this afloat in a small 
rural area that has uncertain funding sources. 

(Chamberlin) Who does fund it? 

(Bauer) It was originally funded by the state. There still is 
some money coming from the state, but it now also does its own 
solicitation of private funds. It's a hodgepodge of funding that is 
always somewhat tenuous, which is one of the stresses that goes 
with it, but it's been very well received in the community and 
addresses, at a very primary level, many of the concerns that we're 
discussing here. 

(Manoffi I'm a parent and I'm living a stressful existence but 
so is everybody else ... so I don't see any disease identification 
here— nothing wrong with me. How does the process start? 

(Bauer) With the parent place? You mean, for instance, how 
would people come to be involved? 

(ManofP How am I told that I can get help for something that 
I'm not even aware I need? 

(Bauer) Well there are a number of ways. A lot is more by 
word of mouth in terms of neighbor to neighbor contact. If your 
physician happens to be astute and has ways to pick up on the 
fact that you're stressed even if you're not announcing it per se, 
he/she can make the referral or give you the literature that 
describes it. If you see the poster in the supermarket that says 
*Pree Exercise Classes- You're Allowed to Bring Your Child' that 
might draw you in. If you happen to be visited by the public health 
nurse, she could mention it as a resource. More and more, I think, 
word of mouth is becoming important and I think that's the way 
"^^-^^ most likely to give the information to the people who aren't 
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referred through, having been designated as being ''at risk/' The 
other thing is, I think, thai, many people are stressed enough so 
that they are open to something of this sort if they become aware 
of it either by seeing the posters in the supermarket or hear- 
ing somebody else mention it. 

(ManofP Do you share Dr. Chamberlin's concern about users 
having to identify themselves as having problems and their poten- 
tially sl^ng away from it for this reason? 

(Bauefi Afy feelings are complex. I find it hard to totally leave 
off a risk designation but I certainly accept the need for a popula- 
tion approach. And this program, I think, is a very practical ex- 
ample of the importance of that in that it is non-stigmatizing. 
There is a mixture d families who are designated at ridi and those 
who are not designated "at risk,'' which in addition gives a chance 
for modeling. You may see fionilies who are functioning better 
who can serve as models for families who are more stressed. Plus 
the opportunities for interpersonal interchange are really con- 
siderable, and I view it as very much of a self-help type of ex- 
perience. Parents become part of the helping network there. They 
get very integrated into it. So it's parents helping other parents 
which I'm certainly becoming convinced is often more elective 
than professional help to parents in many cases. 

iChamberlin) Vm sorry Heather Weiss isn't here because 
she's dealt with this whole issue of the deficit model and what 
it means to identify yoturself as having failed in some way in order 
to access services. It seems to me, for all ihese programs, that if 
they get the reputation that you have to have something wrong 
with you to participate, it will cut out a whole group of parents 
who are unwilUng to designate themselves in that way. 

(Bauer) That's what we have tried to avoid by offering things 
like the exercise classes, that are open to anybody. 

Another thing that we have taken on is administration of the 
Child Development Clinic in our region, which is a state supported 
evaluation mechanism for children with a variety of handicapp- 
ing conditions. More and more that model has also moved into 
the p^cho-social realm, away from the strictly established risk. 
We have tried to take it a step further in a direction that is, I 
think, very pertinent to our discussions here; that is, we have tried 
very hard to integrate a family support model as part of the Child 
Development Clinic. We have viewed our mandate not to be 
merely generation d[ a diagnostic formulation and not to just sug- 
gest a menu of services for kids, but to also be part of the interven- 
tion process itself in the sense of providing family support, pro- 
viding empowerment to families, trying to set the stage for let- 
f ivicrfoTQilies know that they can become case managers, treating 
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families in a way that would promote this, and trying to emphasize 
the connections back into the community through the various peo- 
ple who may visit in the homes and be working with families. 
The aim ia to promote and encourage a coordinated etystem. There's 
now a network of our state child development clinics and I have 
been trying to spread that message throughout the clinic system 
because I think it's an important orientation for all child develq>- 
ment clinics, and one that traditionally in Maine and elsewhere 
hasn*t always been emphasized. 

It's also been possible to carry that same philosophy into our 
involvement with other groups in Uie community. Because the 
Child Health Center has a broad range of medical and non-medical 
concerns, we have become a focus for otiier efforts within the com- 
munity. We have a very close liaison with the presdiool projects, 
for instance, and I think to some extent we Ve been able to have 
a pcmitive inhuence on their development, for example encourag- 
ing them to look more at the p^cho-social aspects of problems 
and focusing further and fmrther back toward the prenatal set- 
ting. We Ve had a close working relationship with the abuse and 
neglect council in our area in terms of raising consciousness on 
these issues. We have developed a close working relationship with 
the public health murses who in Maine are extremely important 
because they are the closest thing Maine has to a home visitor 
qrstem. They have a lot of presence in the homes of families, and 
the state of Maine has done quite a bit toward raising the con- 
sciousness of the public health nurses themselves in terms of 
broadening their scope of involvement beyond traditional nurs- 
ing concerns. WeVe tried to maximize this philosophy in work- 
ing with the nurses in our region. 

And the final thing that this non-profit private agency has 
is a sense of being open to the future. If there are new approaches 
that come along, we are an established locus within the com- 
mimity with this agenda and we're available to apply for new 
grants when they became available. There have been other kinds 
of groups within other communities that have been able to be 
liaisons between community and the state. I think the advantage 
weVe had is that weVe been ajle to combine the medical and 
developmental perspective with these others, and I have found 
that to be a very useful model. 

iChamberlin) How big a community do you cover? 

(Bauer) Our urban area is two towns of about 5,000 each. 
That's our central urban core. Various aspects of the program en- 
compass various communities. Our largest catchment area per 
se would be the Child Development Clinic which serves a rather 
large tri-county area in western Maine. On the other hand, the 
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Parent Place, which is the drop-in parent support center, func- 
tionally services a much smaller geographic area. 

(Chamberlin) Does the orop-in center serve the two town 
areas? 

(Bauei) Yes, and a little more. I would say that our service 

base for most of our programs is the southern half of Oxford county 
^rhaps 15,000 people). 

(Little) Is there an optimal size for a program such as yours 
beyond which you replicate rather than expand? 

(Bauer) In a rural area I think the optimal size is different 
for different aspects of it. I think a child development clinic, for 
instance, is probably most effective serving a somewhat larger 
area, on a regional basis as opposed to a community basis. Some 
of the other aspects of it are much more effective on a veiy local 
basis. There are parts of our programs that have actually been 
replicated. The early intervention program has been expanded 
and replicated under our aegis to two other communities within 
our generw-I area and I think that's been a good thing. 

(Little) It's an administrative program decision whether 
replioated or expanded? 

(Bauer) Yes, we have expanded within our region. We have 
in some ways become the agenpy in our region with the experience 
and the knowledge base so that within our region we are often 
viewed as having the background to be the logical agency to cany 
these things forward. 

(Chamberlin) In Finland there's about one maternal and child 
health center for 5,000 population overall, with variations in size 
from urban to rural areas. The average size for a primary care 
health system is a population base of 10,000 to 20,000. 
(Papiemik) How many births per year do you serve? 
(Bauer) The hospital with which we are most directly af- 
filiated has around 300 births a year. There's another hospital 
in northern Oxford county that has perhaps 200 births a year. 
A number of people within our general area deliver in Lewiston 
which is an urban area that has many more deliveries per year. 

Our involvement is primarily at the pediatric level, and we 
have not maximized involvement, at least with our agency, at the 
level of obstetrics and prenatal service beyond what IVe men- 
tioned. When Bob talks about the maternal and child centers in 
Scandinavia I suspect that those are centers that encompass the 
obstetric and perinatal aspects more than we have. Our center 
grew out of a pediatric model because it was founded by pediatri- 
cians, and in some ways we have been trapped within that limited 
model ^n spite of our attempts to tran^-cend it. 

Before clawing let me say a few words about Project AIMS. 
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This is a federally funded prcyect in Maine to develop a tool that 
can be used to assess emotionid functioning in young children and 
their families in a way analogous to other tools assessing develop- 
mental function or physical function. This project specifically 
focuses upon the emotional well-being df children in the family. 
Jane and I both have been working witii the Core Instrumenta- 
tion Team of the pngect to construct the tool . The instrument will 
be analogous to something like the Denver Develc^miental Screen- 
ing Test but probably someVhat longer, combining interview, 
check list, and parent questionnaire. It is develqpmentally focused 
and very focused on family functioning, trying to take into ac- 
count current concepts in the child development literature on both 
of those things. This tool is designed to be used in a variety of 
places: physicians offices, early education settings, preschool pro- 
grams, day care and public health nurse programs. A variety of 
people could use it and then potentially come to a conmion way 
of looking at these issues in organizing their thoughts on them— 
h(q)efully in the same way that the Denver Developmental Screen- 
ing Test has contributed to a commonality of approach that many 
have been able to become comfortable with. The grant is actually 
a 6-year grant and the first year or so ha been taken up with 
producing the tool which will then be field tested. Once the tool 
has been tested there's a whc ? to 3 yeare of the project that 
will be devoted to trying to get . . implemented within the state 
of Maine beginning with pilot projects. The idea is to try to raise 
the consciousness of pediatricians, and family plqrsicians within 
the state, encouraging them to look at this aspect of function and 
to tiy to foster the connections between the primaiy providers and 
the referral agencies and support groups that they would be using 
when they do turn up problems or concerns. This will give physi- 
cians and othera experience on when and where to turn for help, 
and we hope will foster the creation dfmore direct services where 
most don't exist. 

(Manoffl Are these indicators so complex that they couldn't 
be given directly to the public for which it is eventually intended? 

(Bauer) The way it's been put together, it would be difficult 
to do it directly. 
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Report of the Vermont Delegation 

L Presentation by Patricia Berry 



My name is Patricia Berry. Fm with the Department of Health 
in the State of Vermont My position is titled Director of Local 
Health Services and Cheryl Mitchell and I will be presenting 
together. Cheryl is director of a private organization called the 
Adison County Parent/Child Center. We thought we'd divide our 
presentation into two parts, with me describing the public or state 
system and Cheiyl going into some of the private agency activities. 
We thought we would give as brief an overview as possible as we 
want to tell you about the things we want you to know about but 
also want to leave a lot of time for you to ask us specifically about 
the things you're interested in. I presume you all know where 
Vermont is and what it looks like. Our population in 1985 was 
just a little over half a million, so in terms of its relative stand- 
ing nationally, it's a big county. 7.6% percent of that population 
are children under 5. Thirty-five percent live in urban areas. Burl- 
ington is our largest city with about 38,000 people. And oiir 5th 
largest cily is very nearby and is about 14,000 so Burlington is 
by far our largest city and the top 5 hover more around 15,000. 
About a 1/3 of the population lives in Chittenden County which 
includes Burlington. Over 99% are white and the remainder of 
that are blacks and Asian which are about equal in number. Sixty- 
two percent were bom in Vermont so there is a strong attitude 
of who a Vermonter is. (For those of us who migrated into Ver- 
mont, we have to defend ourselves by saying the test is going to 
be to see where we die, not necessarily where were bom.) There 
are only about 8,000 births in Vermont each year, representing 
a birth rate of about 15 per 1,000 of the total population. Because 
of our small numbers, a lot of our statistics are analyzed on 3 year 
running averages. Our most recent vital statistics are from 1985 
and 1986 are due any time now. Of women who gave birth in 1985, 
73% started prenatal care in the first trimester. This dropped 
about 10% from 1984 and that was due almost entirely because 
of a change in reporting. Prior to 1985 it was by mother's report. 
In 1985, we required the actual date to be taken from the medical 
record directly rather than by report, so now 73% is probably closer 
to the truth which is not very good. However, 93% of women are 
in prenatal care by the end of the 5th month and 96% by the end 
of the 6th month. And only 3% or 27 women in 1985 reported hav- 
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ing received no prenatal care at all. So by and large women get 
some prenatal care in Vermont. Our infant mortality rate in 1986 
was 8.5 and this represents the average over the past 5 years. 
Vermont has been very good in its in&nt mortcdity rate for a while 
now along with New Hampshire and I think some of that has been 
a result of a very successful perinatal program that New Hamp- 
shire and Vermont embarked on in the mid 70s. However, our 
low-birth weight rate has been running at a flat 6% for the last 
10 years. There are variations among counties with Bennington 
County for example reaching 2.7% in 1985 and next to it up the 
road is Rutland County at 7.3%, so there are some interesting 
questions to ask about that. 

In state government, there is the Agency of Human Services 
which is an umbrella agency in which t^be Department of Health 
is housed. Most of the other departments are housed there also. 
Welfare is a separate department. Mental health is a separate 
department. Social and Rehabilitative Services which provides 
child protection services is another separate department and then 
there are the Department of Corrections and some smaller oflEices 
on aging and alcohol and drug abuse . The other nugor service pro- 
viders to children that are outside of the Agency of Human Ser- 
vices are Education which has its own separate department and 
report" directly to the governor. The Department Employment 
and Training has recently become more involved in the training 
of young mothers and teens. As far as tJie Department of Health 
goes, we have 11 district offices which are part of the state agen- 
cy and provide local public health services. Geographically, these 
generally serve a county with populations vaxying from about for- 
ty to one hundred thousand people. This is the system which I 
(Urect and in it there are public health nurses, nutritionists, and 
health outreach specialists who are paraprofessionals who mostly 
have human services background and then get specific public 
health training from us. We also have sanitarians and dental 
hygienists. By and large the stafif deliver services out (tf these local 
offices. The Department of Health has about 340 employees, 150 
of these work in local offices. The total Health Dept. budget is 
$21,000,000 and local health services is about $9,000,000 of which 
$7,600,000 is the W.I.C. Program representing about a 1/3 of the 
entire department's budget. I think this ratio is fairly consistent 
throughout the United States. As for the major programs that are 
delivered out of local health services I somewhat arbitrarily de- 
cided to describe them by funding sources. The first, which is the 
largest, is WIC and we have a participation of about 15,000 women 
and children. That represents about 85% of these eligible but, in 
forHh have no waiting lists. We serve all six priorities and so 
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in effect we serve all people who are eligible and seek and want 
those services. Vermont chooses to go to the upper limits (^federal 
eligibility. In terms income, that is 186% of poverty. One good 
reason for having a local system be part of the state agency was 
realized when W.I.C. legidation was passed. Rather than wait 
for a contracting cycle or try and get private agencies or even 
county health departments to think this was a good thing and 
apply, we ovemi^t instituted a W J.C . iHx>gram in all our districts. 



iAlbarud I would just like to make a positive comment about 
Vermont and the WIC program because I was here in 1974 when 
WIC was just being introduced in Vermont and I don't know how 
that happened except I know that there was a senator in Vermont. 

(Berry) Senator Aiken. 

(Albarud Right, a U.S. senator who took tremendous leader- 
ship. For exan4)le in New Hampshire, we had 340 clients in W.I.C. 
and you had about 10,000. We've been trying to catch up ever 
since and we have finally 10 years later. But I think this is a key 
in the sense of legislative awareness to see a good public health 
prevention program and jump right in. I think Vermont deserves 
special recognition for that so Fd like to add that to the 
commentary. 

(Berry) The other really tremendous opportunity in W.I.C. 
is that in effect we serve about 40% of all pregnant women and 
children under 5» so we know a lot of people and can make refer- 
rals to other programs. However, if the other resoiuxes aren't 
there, it's a tremendous stress to know all these families and not 
be able to provide the full gamut of services that they need. 

(Manofp How does the W.I.C. Ptx)gram avoid the concern that 
was expressed here in terms of having to identify yourself as 'low 
income" to get services? 

(MitcheW Vermont used a very good marketing strategy 
when W.I.C. was first starting saying to people: "Apply for W.I.C. 
even if you really don't think that you need it yourself, because 
you're going to expand the program which will e- lure that the 
people that really do need it will be able to receive the food and 
services." Therefore, people were doing their public service hy ap- 
plying for this program and keeping it viable for everybody else. 

(Berry) When we do get calls from people that are not 
qualified as far as income goes, we say come and talk to us about 
our well-child clinics or our home visiting programs and we can 
often link them up with one of these or other community services. 

Our clinics are also very visible because our district offices 
are located in the population centers of that district. Clinics are 
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held there and also at 3 to 6 outlying clinics. These are in local 
church basements^ range halls, and the like. 

Our next largest program is EPSDT (Early Periodic Screen- 
ing Diagnosis and Treatment) which is a program that the staters 
Medicaid Program contracts out to us. We call it our Partners 
in Health Program and while we don't provide the clinical/medical 
services, we do provide outreach and education to families who 
have children 0 to 21 and are on Medicaid. We get the names of 
those families from Medicaid, and then contact them regarding 
our services. There's about 20,000 children on medicaid under 21, 
our case load at any given time is between 4 and 5,000. Because 
of limited resoiums we have to set priorities, but we do make con- 
tact with all these families and give them a basic piece of infor- 
mation and encourage them to utilize tibe best preventive in- 
surance in the State of Vermont and that's the Medicaid Program. 
Unlike some states, there is an unspoken policy to encourage 
families with Medicaid to use the private sector. Whereas, our 
well-child clinics are attended by and large by the uninsured. In 
our Partners in Health Program, the staff goes out to visit families 
on Medicaid and talk about what is good preventive health care 
and ensure that they have transportation, which is a big problem 
in Vermont. This is often the reason why people don't keep up 
their preventive schedules, even though Medicaid does pay for 
this. So there is a lot of time spent in trying to establish systems 
of transportation. Another big problem we have is finding den- 
tists. More and more are no longer providing care for children 
with Medicaid. Fortimately, pediatricians in our state are very 
good. However, while they get good pediatric care, probably the 
two screening pieces that we are not so comfortable with are hear- 
ing screening (because of the equipment that's needed for that) 
and a thorough developmental assessment because there's a wide 
variation of interest and skill in doing that among physicians. 

Our third program is maternal and child health. Tl^ includes: 
1) Well-child clinics that serve families who are uninsured and 
by that we mean uninsured for preventive services. Most people 
have '"insurance" but most policies do not pay for preventive ser- 
vices. 2) Immunization clinics— we do have a school inununiza- 
tion law and so we assist school nurses insuring that kids in school 
are immunized. 3) Home visits— we do a lot of home visits. Primar- 
ily, it's public health nurses who visit pregnant women, newborns, 
and young children under the age of 5. In terms of numbers and 
level of services, the migority of home visits are in the newborn 
period. We have a long standing relationship with hospitals for 
newborn referrals. 
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Historically local health services began with public health 
nurses who have been out there since the 20's. Then along came 
W.LC. and EPSDT in the early 70's and by the late 70's we were 
, totally integrated. We cross-train all our staff and so that one day 
they may be in W.LC. clinic and another day they'll be out doing 
home visiting and another day they'll be in the well-child clinic. 
And that's been very positive but in some ways I think what th^ 
call the central office has been remiss in identifying goals and 
objectives and giving feedback on whether in fact the goals have 
been reached. In trying to do better planning and using the 
Surgeon General's 1990 MCH Objectives, a few of us analyzed 
Vermont's data and found it was clear that we were doing very 
well in saving babies once they were bom but not doing perhaps 
all we could in trying to optimize pregnancy outcome. In W.I.C., 
we were seeing all these pregnant women, but the W.I.C. Pro- 
gram only requires one visit. Once you get certified the W.I.C. 
Program doesn't require you to come back until after your baby 
is born. At that visit there was not a formalized protocol to deter- 
mine risk situations and then to follow that woman tlu'ough her 
pregnancy. Dr. Papiemik had been in Vermont at about the same 
time as we were undertaking this planning process, stimulating 
people on these issues and convincing us we needed to do more 
in preventing low-birth weight babies and improving pregnancy 
outcome. Our priorities have since shifted and we have a formal 
program we call our "prenatal initiative." Now there's an oppor- 
tunity cost here. We will not be able to visit all newborns or par- 
ticularly kids 1 to 5 but, unfortunately, the line has to get drawn 
somewhere and we are now trying to focus much more on the preg- 
nant women. We have developed a risk assessment tool as a com- 
bination of Crea^ and some of the social factors Dr. Papiemik 
has described in his research. Again we are not able to visit all 
pregnant women. I feel strongly that everybody deserves public 
health nursing support in the pregnancy period as well as new- 
borns and young families but resources are such that we have 
to draw the line somewhere. Our prenatal initiative is a 3-pronged 
i9)proach: 1) Focusing on home visiting and case management ser- 
vices on pregnant women at risk, 2) working closer with local 
physicians to engage them in our statewide goals, and 3) moun- 
ting a public media campaign about the importance of prenatcd 
care and the prevention of having a low-birth weight baby. The 
obstetricians generally have little awareness of what the county 
data looks like. They didn't realize, for example, that Rutland 
County is running 7.3% low-birth weight babies and the state 
average is 6.7%. Our staff tell us women by and large don't know 
that it's important to get into prenatal care early. A lot of them 
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want to have a low-birth weight baby. They heard it was easy. 
So we need to get physicians to tell women to call in as soon as 
possible, and not say I don't care about seeing you until the 4th 
month when the pregnanqr is well established, and letting the 
physicians know that we're here to help with the parts that are 
not their area of expertise such as working with them to provide 
the educational piece in helping change lifestyle and helping 
women to stop working when this is indicated. 

Witii this new initiative our staff is stressed at letting go high- 
nsk toddlers. It comes at a time when our protective services 

agenqr has said th^ are so overloaded with court cases of plqrsical 
abuse and sexual abuse that they can no longer respond to the 

SS^ °' *®™ bonierline abuse. 

1 SSo /« staff is tiying to optimize family development 
and SRS (Social Protective Services) is coining in at what they 
call blood and broken bones situations. The gap between the two 
IS very concerning. 

Just quickly, some other things that we provide are prenatal 
and parenting classes. We are starting to focus in on teens by work- 
ing with the schools in providing on-site prenatal classes and 
parenting classes. One school is beginning to look at kids at-risk 
for pregnancy and tiying to start support groups for these kids 
with our assistance. Other areas are child iiyuiy prevention which 
includes working with day care providers to assess the safety of 
these environments. We've had a long-standing fetal alcohol syn- 
drome program that identifies women who report drinking in 
Vregoaney and then we follow their kids for 5 years. We are work- 
mg with our health promotion unit on instituting and advocating 
good heart healthy kinds of lifestyles for infants and kids. We 
follow up famiUes that have experienced Sudden Infant Death Syn- 
drome and this has provided us with some expertise in terms of 
gne^ng and we are able to follow all families that have experi- 
enced a child's death as well as a miscarriage or stillbirth and 
that 8 been a very good program. Healthy Start is a program in 
two communities that we started with Jobs Bill money. It is a 
broad based community service for first time parents. Public 
health nurses begin visits in the prenatal period and follow 
fanuhes through the child's second birthday. There's a fairly strict 
research side to this. We are into our 3rd year and winding down 
to end in the beginning of July '89 after which we will release 
our findings. Abready, though, there is some interest in cloning 
this program statewide, but that would require a substantial 
amount of additional resources as it provides very intensive 
services. 

Other programs outsido of local health services are handi- 
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capped children's services and child development clinics; those are 
provided by Health Department staff who operate out of Burl- 
ington, We also have outside contracts to planned parenthood who 
provide the family planning piece of our public health qrstem. We 
have a maternal ai^ infant care prqject which is our only publicly 
funded prenatal clinic and that's in Burlington. 

{JackaorH That's quite a list of programs and Fm just wonder- 
ing whether you see those as distinct programs or do you see them 
more as all one program? 

{Berrj^ Functionally, it's all in one. There are different pro- 
gram people to keep track of activities but it's all in one as far 
as delivery to clients. In each area, the team of the public health 
nurse and the health outreach specialist have a group of families 
and some of them may have a fetal alcohol syndrome baby or SIDS 
but these teams provide the full array of services. 



Report of the Vermont Delegation 

2. Presentation by Cheryl Mitchell 



Ym Cheryl Mitchell and I'm one of the co-directors of a com- 
munity based family education and support service that's been 
in existence for 8 years and also one of the founders of The Ver- 
mont Childb^n's Forum, a state child advocacy group. I'd like to 
talk about three things. 

First, I'll describe our community based system, how it evolved 
into a statewide network, how funding through the state legisla- 
ture came about, and what the balancing act is that's going on 
right now. 

Next, I'll talk about another program that started in local com- 
munities, the Adolescent Pregnancy Watch, which is now a state- 
wide process. Finally we'll review quickly the legislation Vermont 
has enacted in the past few years that addresses some of the issues 
around prevention and family support services. 
O 
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Our county wide program started . -ears ago as a broad 
based family support and education program. It is based on the 
theory that everybody who is pregnant or has children needs and 
deserves support and education. It is a program open to the en- 
tire community and a program working in a very rural area. We 
have 32,000 people in the county but some of the towns are inac- 
cessible because of the mountains. Many of the people that we 
wanted to be available for had neither cars nor telephones and 
lived in trailers at the end of roads. We wanted a program that 
wouid reach people at home as well as provide center based ser- 
vices. We feel the three crucial issues in the progrPi" are self- 
esteem development for both parents and children, communica- 
tion skills (we've had a remarkable number of pai-ents wt o didn't 
talk to their kids when they were babies because the kids didn't 
talk and they thought it was a waste of effort), and developing 
a sense of community. Our feeling was that people without social 
support systems were at much higher risk than people who did 
have support. If they didn't have grandparents around or if they 
didn't have extended family around to support them, we c.ald 
help people create systems for each oth^r. Because of the way fund- 
ing works, we started initially with limited programs open to the 
entire community and a strong focus on adolescent parents, and 
later with parents of handicapped children. We served 70 familiftc 
during our first year of operation. The program now serves about 
1,500 families in the county. We reached capacity after about six 
years and the number has stayed fairly level since that time. Dur- 
ing the first two years our focus was only on Addison county. As 
other people saw how effective the model was, we received increas- 
ing requests for technical assistance. Last year we provided tours, 
workshops, presentations, and consultation reaching more than 
4,000 individuals. 

In general, primary prevention services are our mtyor effort 
reaching about 1,200 families. Services include playgroups which 
meet weekly for an hour and a half, in the small towns. Most of 
the towns in our county have 300-1200 people in them. The play- 
groups take place in a church basement or a grange hall or a 
library. We haul in equipment for parents and kids. Groups are 
focused on children from birth to three but a lot of people bring 
older siblings with them. They are fairly informal. The emphasis 
is mostly on parents having an opportunity to talk with other 
parents. We have staff members there who can teach people new 
activities with their kids, who can screen children if there's a con- 
cern about their development and who can do a specific course 
if that's what parents want. But mostly what people eiyoy is get- 
ting together with other parents, seeing what somebody else's kid 
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looks like, and realizing that your child is not as outrageous as 
/ou thought. We have done these in nine towns. Sometimes groups 
are co-lead by stafif from other agencies. Sometimes the Head Start 
teacher will be there, sometimes somebody from the mental health 
service will be there, sometimes people from the schools or the 
early education progi*ams will come. 

We also do formal parenting education classes because some 
people want them. However, they're less successful in terms of 
the numbers of people interested. We give courses for families of 
all ages. An exciting one, that everybody comes out for, is the 
prenatal exercise class. People want to be in shape and this turned 
into a very good educational program. But when we offered only 
talking about prenatal issues, people didn't show up. There's a 
post-partem group, one for pai-ents of newborns, and a group for 
parents for each child developmental stage up through young 
adults. People did not show up for the parenting young adults 
courses. They come through teenagers and that's about it. Some- 
times we use prepared packages like the Nurturing Program or 
STEP (Systematic Training for Effective Parenthood), and 
Developing Capable Young People. Usually we do the standard 
program once and then it gets modified based on the communities 
response to what's going on. We reach a fair number of people 
this way but I would say it's somewhat less effective than the 
pleygroups in terms of really providing support. 

( Wallner) When yoa have a program like that which doesn't 
work as well as you want it to work, are you set up to find out 
why it's not working? 

(Mitchelt) Yes, we usually ask people and then change it the 
next time. We found people did not want to make a 15-week com- 
mitment to something. What they really liked was to know what 
was happening each week, so they could drop u\ on tho ones that 
were of interest to them without having to make a long-term 
commitment. 

The other thing we le..rned -vas that most parents find get- 
ting together with other parents especially h'^lpful. Factual in- 
formation either on a modeling basis or by reading was also 
sought, but not as a straight curriculum such as a 15-week psy- 
chology course. That's not to say people don't come but, we'll have 
maybe six families sign up for a course whereas the playgroups 
may have 20-30 families at a timv 

(Chamberlin) Do you do anything about providing trans- 
portation? 

{MitchelD We do. The outreach workers in our program all 
provide transportation to families who need it. We operate three 
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vans pretty much full time so we can pick people up and bring 
them in. Now, with the new changes in Medicaid, the situation 
may improve. People on Medicaid can get transportation to courses 
paid for as well as to doctor's appointments. Although we don't 
have any public transportation in the county, private transporta- 
tion has become much more available. We also teach people how 
to drive and help them get their licenses. Our mechanic teaches 
people how to maintain cars. 

We teach family life and parenting in the schools. This is a 
course that includes a panel of teenage parents who come and talk 
to high school students about what it's really like to be a teen 
parent. It's part of a larger unit that focuses on prevention of 
pregnancy or thinking about issues in sexuality and on relation- 
ships between girls and boys. We talk about birth control, we talk 
about decision making, we talk about problem solving and cop- 
ing skills. What people are interested in is 'what do guys want, 
what do girls want, how do I know I'm in love.' We put a strong 
emphasis on people avoiding being pressured into doing things 
that they don't want to do. That's not the kids' emphasis but it 
does seem to have some effect, especially when teen parents come 
in and say I thought it was going to be rosy and it's just very, 
very difficult. I can't party anymore because I can't afford a 
babysitter. 

In addition to working with the students in four high schools, 
we do the seminars for their parents ahead of time. This gives 
them a chance to check us out and look over the materials that 
we're going to be using and ask questions. It often provides an 
easy basis for discussions between parents and teens of the issues 
we cover. 

We provide community education events. We do baby Olym- 
pics and family fairs and spaghetti suppers, and recreational ac- 
tivities that are aimed at parents and kids having fun together. 
These are open to the whole community and are very popular. 

(Chamberlin) The spaghetti suppers and fairs are what you 
call community building? 

{Mitchelh Right. 

Another part of community building is that we operate in a 
network; that is, the different state agencies and the local agen- 
cies work together. The schools, the health departments, social 
services, welfare, employment and training, the counselling aer- 
vice, the private health community and the Parent/Child Center 
all work to make this a community that values and welcomes 
families. 

{Bauer). Perhaps you could make it explicit what I think isn't 
there and what I think is an important point. It sounds like part 
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of what you're doing is that there is the potential for people who 
do not have a peer group or don't have friends to develop at least 
the beginnings of friendships or a peer group or relating positively 
to the system through that sort of primary level thing. If that's 
true, it should be stated explicitly because I think it's an impor- 
tant bit of knowledge for us to be building on. 

{MitcheW It's building notjust community structures but also 
people feeling that they are part of a community, that they have 
an important role in the community and that they have friends. 
You look at what people are looking for their children. They're 
looking for the same things for themselves. Basically, we say peo- 
ple want their kids to be happy, healthy, and nice which means 
have friends. It tends to be the same thing for parents. 

We also do early intervention. This is primarily through home 
visiting and we do have an eligibility criteria for that. We'll visit 
anybody once who calls up and people usually call up at a crisis 
time. They usually don't just call up to say I'd like somebody to 
drop by but they are desperate for help and a home visit is often 
suggested. Home visiting tends to be one service people don't re- 
quest for themselves. More often somebody else calls and says I 
think so and so really needs some systematic support. They need 
somebody to help them do some planning around what's going 
on for their family. We visit primarily with pregnant and parent- 
ing teenagers, families of handicapped infants and toddlers, and 
families where the parents have special needs. The parents may 
be emotionally disturbed or heavily involved in alcohol. 

(Bauer) Is there a connection with Head Start? 

(Mitchell) Our programs focus primarily on pre-birth to 3. 
Head Start, which is a home-based program, is 3 to 5. We'll usually 
come visit people until their kids are 3 and then, if they still would 
like that support, they'll transition into one of the other home 
visiting programs. Those other home visiting programs are Head 
Start, which in Vermont is almost entirely home based. Triple 
E which is essential early education services to families with han- 
dicapped children and that also is a 3 to 5 program in most Ver- 
mont towns and migrant education. Vermont is a very agricultural 
state. We ^end to think of migrant workers as people who come 
from Jamaica to pick the crops. More often they are people who 
live and work on the dairv farms. The reason they're considered 
migrants is the typical amount of time that a family is on any 
given farm is about 5 months before they have a fight with their 
boss and they have to move. There's a huge pool of people mov- 
ing around the state, not even around the state, moving around 
the county, but they don't have the stability of a place in the social 
^ system. Our mental health program is beginning to provide some 
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outreach home visits. And, of course, if the child has been or is 
being abused, SRS does some home visiting. Actually they con- 
tract with us to do the home visiting for the 3 to 5 year olds. 

We lead specialized support groups, for example, a support 
group for women who are being battered or a support group for 
parents of handicapped kids. Groups are often population specific 
as opposed to classes that are pretty much based on the age of 
the child. In fact, people perceive themselves as having a com- 
mon problem rather than just having kids at the same age. It may 
be that the child is handicapped, it may be that they have been 
abusing their child and they want to stop, it may be that they 
are all children of alcoholics and they're now trying to raise 
children and they have some concerns about those issues. So that's 
early intervention and then we do have what is often called a 
Treatment Program. 

We have a developmental child care center for kids birth to 
3 and ideally it would continue to be a mainstreamed program. 
Our building has been deteriorating so we've lost a lot of space 
this year. We don't have as much room for kids. We provide 
developmental day care usually for children of parents who are 
onsite with us. The parents are there for a really intensive parent- 
ing support class that meets 20 hours a week for six months. 
Parents come 3 days a week with their kids and then their kids 
can come 2 more days if they want to. The focus is very specifically 
on parenting skills, child care skills, and on personal development 
skills. The tutors from adult basic education come to help people 
learn basic reading and writing skills or to take a GED if that's 
what they would like to do. We do sewing classes, car repair 
classes; things where people will make or do something concrete 
so they will receive a lot of positive feedback. We have a strong 
focus on basic pre-vocational and job training skills. The other 
thing that we use the developmental day care for is training. 
Typically, pregnant women (usually teens) who are really nervous 
about being parents, will come and work as volunteers in the day 
care to learn some parenting skills before their babies are born. 
Similarly, we encourage high risk high school students to come 
over. One of the terrible mistakes we made at the beginning was 
to have high risk students come and work with babies. They all 
thought it was so nice, they got pregnant. Now they come and 
work with toddlers and people delay their pregnancies until 
they're ready to be parents. We provide a fair number of other 
services onsite. We're a neutral territory for families where the 
child has been removed from the home to be in foster care; parents 
and the child can meet together here with the social workers in 
a supervised setting to work towards reunification. People from 
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the Children's Aid Society can come and counsel somebody about 
r'^teasing a child for adoption. We also do training for professionals, 
training for day care homes, and training for other human ser- 
vice workers. Our budget right now is 400,000 dollars a year and 
we have a staff of 20. 

(Chamberlin) What kind of facility are you in? 
(Mitchell) We're in a gorgeous old house that's rotting. 
(Bauer) How did you start, how did you grow, and who sup- 
ports you for that 400,000? 

(Mitchell) It was a group of people in the community who felt 
that something more was needed. We have very good medical ser- 
vices in the county and most of the people deliver in the hospital 
here. They have good birthing classes and everybody got excited 
about their pregnancy They did the birthing classes, they had 
the babies, and that Wc*o it. There was public health and that was 
the only good support service in the community for kids until they 
turned 3. If you stumbled through until your child was 3 there 
was Head Start and the day care system pretty much started at 
age 3. People in the community who felt that people needed more 
support during the time that their kids were young got together 
and said this is our dream. It would look like this: home visits, 
developmental center, and activities for parents to do together. 

(Bauer) So all those things were present more or less after 
creation? 

(Mitchell) Yes, pretty much. We weren't doing these small 
town playgroups at the beginning. V/e just had the center in Mid- 
dlebury and the home visits and basically we hired a staff of 
outreach workers who went and knocked on people's doors and 
said: "Here we are to help you be a better parent, what would 
you like?" and people told us. We started with 70 families. Most 
of those families were referred in the earlier years by Adult Basic 
Education who said they'd been working with parents on getting 
a GED or learning how to read but the real issue was Fm losing 
it with my kids, what can I do? Then once we were going, the refer- 
rals came mostly from Public Health through the WIC clinics and 
from the school guidance counselors. We started with a federal 
grant, we started with release time from most of the agencies for 
staff time to do planning and supervision, with Title XX day care 
money from the state and food programs from the Departments 
of Education and Agriculture. We feed about 60 people three meals 
a day through the Child Nutrition Program. Now we have 17 dif- 
ferent funding sources. It is a continual balancing act often depen- 
dent on one-year seed grants which make it difficult to keep in- 
tact your program and makes it necessary to learn the right words 
^ to say to be able to get the grant to keep your program going. 
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We found out that, once we had been going for a while and the 
program started to be successful in terms of better birth outcomes 
for the babies of teenagers and real reductions in child abuse 
and welfare dependency rates, other counties in the state got in- 
terested in doing similar programs. By last year there were 8 com- 
munity based programs and each one is different. We banded 
together and asked if the state would support the program through 
line item funding. So there is now line item funding that provides 
about 25% of the budget of each of those programs. About 25% 
is from fees for services and then each commimity has a different 
mix to make up the rest. It may be United Way, it may be town 
general funds, or it may be fees for service. 

(Bauer) Do you have a required match? In other words to 
match the state in federal dollars? 

(MitckeW The federal programs vary. The one that we had 
from the Office of Adolescent Pregnancy Programs was 20%, one 
from The Office of Special Education was 10%, and the State with 
their line item funding is requiring a 10% match. 

(Bauer) How much state funding is the line item? 

(MitcheW The line item was 360,000, not msgor, but it cer- 
tainly was a start. 

( Chctmberlird Is fimd raising a continual hassle for you? Does 
it require an enormous amount of energy? 

(MitcheW Yes, but we're hoping that now that it's somewhat 
stabilized it will be easier. 

( Weil) I think that question about funding and keeping your 
funding going, it's just a msgor problem for administrators. I think 
when you've got examples like this of how well it works, you can 
make an argument for consolidation of that funding so that ad- 
ministrators time can be better spent on programs. 

(Chamberliri) Every program I know like this has just this 
terrible hassle of trying to keep it funded. 

(WeW And your bookkeeping is a nightmare. 

(Mitchell Legislation was introduced last year but it didn't 
get voted on by the time the session ended. So our hope is that 
if it passes this year it will provide a mandate for the programs. 

Somebody said if you're a line item, you're less secure than 
if you're biuied in the budget but there are also some issues chat 
do become vulnerable, like the Healthy Start Program that Pat 
was describing. Sometimes it really pays to have mandates. 

( Chamberlird There are 8 different communities now that are 
part of a network. Are these county based? 

(MitcheU) They are all county based with two exceptions. One 
serves just the northern part of Chittenden County which is our 
largest county. One program serves three counties and that's the 
r p )rthea8t Kingdom of Vermont. 
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(Berry) But these programs don't look like yours? 

{MitcheW No, they -re just starting. Most of the programs are 
about two years old so t hey don't provf de that full array of ser- 
vices yet, although that's where they're heading. 

iChamberlin) Is this non-governmental network essential? 
Is it all communily people who got together in these communities? 

(MitcheW Yes. Most of the programs grew out of a process 
like ours, people from different agencies and parents and health 
providers getting together. Some grew out of Head Start and some 
grew out of existing day care centers. 

{Bauer) I guess I have trouble understanding how people com- 
ing together who have an interest get to the point of incorporating 
or having standing to even apply for a grant to get a foot in the 
door. How did it happen in your case? 

( Af itcheW In our case, as in almost all the eight other cases, 
one of those people works for an agency that says, 'O.k., you can 
use our name as a funnel. 

(Bauer) So it's the lead agency concept. 

(Weil^ And I think often the group fairly quickly knows about 
a pot of money to go after and if they get that grant, it gets them 
started. 

(Bauer) But you piggyback initially on to a lead agency? 

(MitcheW You usually do. I mean, it would be crazy to give 
money to a group of people that don't have any track record. 

(Bauer) When you said 'a group of people came together', 
there's a missing step there between a group of people coming 
together and then actually being funded. 

yMitcheW Right. Usually first it's sponsored and then it in- 
corporates and separates out. 

Child care in Vermont I think is similar to other states. About 
60%, of our kids under six are in care out of their homes. Most 
of them are with relatives and in non-licensed and non-regulated 
places. A big change in Vermont was going from licensing homes, 
which was a complicated and scary process for people, to registra- 
tion in which a potential child care provider simply says to the 
state 1 would like to provide child care and I'll follow your man- 
dates! When this occurred there was a huge increase in the 
numbers of homes and registered slots available. The nice thing 
that happened with that change was the training programs that 
we do to support day care providers. We had a huge list of people 
who were interested in receiving ongoing professional develop- 
ment training and you knew their names and phone numbers. 
So now the state, at least for 3 to 5 year old care, is in much, much 
better shape than we were about 5 years ago. There's still a big 
problem of care for the birth to 3 child because it's so expensive. 
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( Chamber lin) Is there any incentive to get them to register? 
What do they get out of it? 

(MitcheW Somebody will turn them in as being illegal if they 
don't and you get free training. Until they've had some training, 
people don't see the value of it. They can also be part of the child 
care nutrition program which means if they're serving snacks and 
meals to kids anyway, they'll get reimbursed for it. That's a big 
financial boost but again it hasn't brought people in to get 
registered, 'ilie mcgor reason is that someone they know and trust 
suggests it and they can then have their names given out through 
the resource and referral programs. If they want to fill their slots 
and have kids, they have somebody funnelling potential families 
to them. 

Title XX is our nugor funding source in Vermont for state paid 
assistance for child care and it provides Children's Protective Ser- 
vice (free child care for kids whose families are abusing or neglec- 
ting them), Family Support Child Care which is 18 hours a week 
of subsidized child care for a family under stress, and Fee Scale 
Child Care which is a tuition assistance program based on family 
income for low income working parents and parents in training 
programs. The other thing that's happened in Vermont in the past 
two years is that there's money for child care in a program called 
SFOP which is the Single Parent Opportunity Rrogram; it's to 
encourage single parents on AFDC to complete their education 
and get jobs. There's day care money in something called Reach 
Up which is run by a waiver through the AFDC program. Again 
there's child c ^ money for people to take specific steps to get 
off welfare and there's a fair amount of Carl Perkins mon^ around 
that supports child care for people who are doing educational pro- 
grams. However, there are still people in the state paying more 
than 30% of their incomes for good child care which we think is 
outrageous. We got a 1.6 million dollar increase in our child care 
budget last year which doesn't sound like much of anything ex- 
cept that Vermont's entire child care budget was 2 million dollars 
before that. 

(Chamberlin) Is that state or federal? 

{Mitchell) That's state, general fund dollars. 

That bill also pushed the training programs so that we had 
much better training available to the people, especially in the 
registered homes. And that's where the growth is right now. You 
very seldom see new day care centers starting up. We are start- 
ing to see employer supported day care but it's not going as fast 
as we would like. 

(Bauer) The mothers of 60% of children under six are in the 
work force in Vermont. How does that compare with National 
flares? 
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iChamberlin) Nationally, I think it's 50% of mothers of chil- 
dren under six are in the work force. 

{Mitchelh It's a fairly comparable figure nationally. 

I think because of time limitation, FU just run through quickly 
some of the important legislation that Vermont has passed. The 
first one only happened in oar state 5 years ago and this was ban- 
ning corporal punishment in schools and in child care centers. 
It was a heavily contested bill. What was so significant about its 
passing was that it then said, 'our society doesn't believe in hurt- 
ing children.' In addition, it provided a lot of training n?oney for 
child care providers and schools around alternative means of 
behavior guidance and that had an effect on helping people who 
took care of children to work more closely with parents about the 
way they did behavior guidance. 

Mandatory kindergarten only passed 2 years ago in our state. 
It was about a three year battle to get that passed, again heavily 
contested. Every school in Vermont v*rill have to offer kindergarten 
by 1989 and most of them are doing it now. 

Other significant ones two years ago were the Children's Trust 
Fund which provides primary prevention funding and the money 
that went with this was very small. The year that this passed they 
got a million and a half dollars in requests for parenting educa- 
tion programs. Under this project they were able to fund 150,000 
dollars worth of it. It's now up to about 1/4 of a million and it's 
still a very small progrpm but at least it's indicative of what peo- 
ple are thinking about. Last year an early education initiative 
was passed and this provides free preschool for children ages 3 
through 5 for kids who are not eligible under Title XX or Triple 
E. It was funded at half a million and th^y expect that it will be 
funded at a million dollars this year. They expect to increase it 
half a million each year until all the kids in the state are served. 

(Chamberlin) Is that in addition to Head Start? 

(Mitchell) That's in addition to Head Start. 

(Chamberlin) You don't have to be handicapped to get access 
to that? 

(Pier8ori) Who can apply to the trust fund and the early educa- 
tion initiative? 

(Mitchell) Agencies, schools, any community group. The main 
requirement on both of these projects is that to apply you have 
to have an interagency group that plans it. It could be a school, 
day care center, and a Head Start program cooperatively plan- 
ning it. It could be a mental health center and a parent-child center 
and a state SRS program. 

(Pieraon) Who makes the decision about who gets funded and 
who doesn't? 
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{MitcheW When this legislation passed, th^ developed some- 
thing called the Counsel for Children and Families Prevention 
Programs and that group reviews the grant applications. It is com- 
posed of people from the different state agencies as well as private 
people. 

( Weti) Is there a tax check off in Vermont? Is that how you 
get the money? 

{MitcheW No, I think it's ducks that we check off for in 
Vermont. 

( Weti) We check off for both now in Maine. How is the money 
raised for your children's trust fund? 

(MitcheW Through general fund dollars. 

( WeiD And what is the age range for that next program, the 
early education initiatives? 

(MUcheW The early ed focuses on 3 and 4's but it can go 3 to 5. 

iPierson) Typically, you have many more applicants than 
funding available. Ai-e most applicants funded for a portion of their 
request or do certain applicants have full funding? 

(MitcheW In almost all of these cases, they select them for 
full funding and say let's use these un met requests as a way to 
drive the need for these programs. 

(fiai/er) Is that seed mon^ that is time limited? 

(Mitch£W The trust fund is three years. We hoped that it was 
not going to be time limited. The theory is once these are up and 
going they will be there for families supported by the local 
community. 

Other significant legislation was Act 51 which is a Drug ^nd 
Alcohol Abuse Prevention Programs in the schools. Interesting, 
is that so many of the issues are similar in terms of improving 
self-esteem and communication skills that it looks like a lot of 
the other prevention programs. 

(Berry) Didn't this start out to be a family life education pro- 
gram but as Vermont wasn't ready for it it ended up a program 
to prevent drug and alcohol abuse? 

(MitcheW Yes, and now were hoping that we can add sex to it. 

And then Act 79 which did not get a lot of notoriety but it 
was our primary prevention plan and it said, ''All you state depart- 
ments and state agencies please look at your budgets; we want 
you to guarantee that you're putting at least 10% of your nioney 
into primary prevention rather than secondary and tertiary." 
Because Uiere's not a strong legislative mandate behind it, nothing 
much happened. Everybody looked at their budgets. The Health 
Dept. was doing it but nobody else was doing it and not much 
changed. But it's at least on the books. The other nice thing is 
^^^t there has been a specific training program around primary 
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prevention that has come out of that. Finally, an issue very im- 
portant to me is we had a good landlord tenant Act that was passed 
last year that prohibited housing discrimination on the basis of 
people having children. I don't know if the other states are as bad 
as Vermont in terms of housing but it has made some difference 
and it also spurred a lot of the ecumenical groups then to get in- 
volved in the housing issue. We have problems in a lot of our com- 
munities as the downtown areas are becoming gentrified so that 
the old apartment buildings are going into businesses. We're now 
seeing chiu*ch groups buying up those homes to keep them as low- 
rent apartment programs. 

( WeW Do you think having a woman governor had an im- 
pact on some of these initiatives? Do you think they would have 
happened otherwise? 

(MitcheW I would say a substantial impact. Not that she 
necessarily spearheaded them. An interesting issue for us as child 
advocates is that both the Governor and most of the people in the 
departments who were under such pressures just to maintain what 
they have, couldn't come out and advocate for new programs. 
However, they told us to go for it. And she did not veto things 
so then there was a huge ground swell of public desire for it. 

iCkamberlin) Do you have an advocacy group that pressures 
the legislature to pass these kind of things? 

(MitckeW It's called the Vermont Children's Forum. Al- 
though it does do a lot of educating around legislative issues their 
belief is that budget drives policy in this state and so they place 
a lot of emphasis on saying, 'look at how you're spending your 
money. Could you be using it more effectively to do early support 
services for people instead of dumping all this money into after 
the fact programs." 

(Little) I have a question about the Vermont governor. No. 
1, you may agree or disagree, but my observations would be some 
of the appointments she's made have been proactive rather than 
reactive and that's been very important. While she hasn't 
necessarily come out and supported certain issues herself the peo- 
ple that she's appointed have. It's been I think a very clear mes- 
sage. The other one, is there's been a budget surplus and you know 
Vermont's in good shape in terms of its budget. 

(MitcheW It makes a difference. 

( Weip I know the Children's Forum is a real important group 
to highlight. We have something similar in Maine called the Coali- 
tion for Maine's Children and it's the group that got the Children's 
Trust Fund bill introduced and passed in our state and they often 
are a broad based advocacy grou; that has got people from Health 
and Mental Health and citizens and you know it's a coalition that 
^ rosses a lot of lines. 
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(MitcheW I used to be terrified about talking to legislatures. 
Basically, people said there are things that we want to do but our 
hands are tied .... 

(Little) What happens with evaluations of children? What are 
your evaluation obligations? 

(Mitchell) It depends on your funding sources usually. We 
have external evaluators come each year for the federal funding 
parts of our program which is the Teen Pregnancy part. The 
Children's Trust Fund also hires an external evaluator. That pro- 
gram has only been ir) effect now for a year so the results haven't 
come back in. When they line item funded the Parent-Child 
Centers, they hired external evaluators from the University of 
Vermont. They just completed a baseline this summer and then 
they'll come back each year to do that. 
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Report of the New Hampshire Delegation 

1. Presentation by Charles Alhano 



ril start off for New Hampshire, and give you a basic over- 
view. I will also speak as someone who has been in the Bureau 
of Maternal and Child Health since 1974. I'd also like to preface 
my remarks that some of what I quote is from Vital Records and 
appropriate credit should be given to them. To put my presenta- 
tion in perspective for this group like to share with you what 
my daughter said to me this past weekend. I have a 12-year-old 
daughter, and on Saturday she invited another girl friend to sleep 
over. Her new girl friend (of 2 weeks) said to her, "Nina," for the 
sleepover, "should I bring beer and cigarettes?" To me that 
represents a lot of what we're talking about today in the sense 
of not just addressing issues for low-income or poor families; we're 
talking about kids from all socio-economic levels and I think what 
Bob is trying to promote, is to look at all levels of family interac- 
tion. The smoking, drinking, peer pressure, and family values are 
all represented in that statement. 

First, let me share with you some State highlights. New Hamp- 
shire has just over a million people. It has grown 12% since 1980. 
Sixty percent of the increase in population is due to in migration, 
and that factor really indicates the new demands on the health 
care system in New Hampshire. I believe most of the people that 
are moving in from other places are of a higher income and de- 
mand more services. During the last 15 years. New Hampshire 
has had the largest percentage population increase of all the New 
England states. The largest growth is in the southern part of the 
state along the Massachusetts border and it's partially due to our 
'no income' or sales tax situation in New Hampshire and tlie 
growth of the high tech industry. Growth is moving north and 
putting a great deal of pressure on our social service system. 
Although New Hampshire has the lowest unemployment rate in 
the country, that statistic is misleading. There are a number of 
different problems associated with low unemployment, especially 
concerning our teen population leaving school. Approximately 30% 
of high school kids don't graduate, partially due to the kids seek- 
ing "high paying jobs." Obviously, leaving school will limit their 
future. Short-term prosperity for them, will often result in a longer 
term burden for the state. 

The three largest southern counties, Hillsboro, Merrimack, 
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and Rockingham account for 60% of the state c population and 
that's all south of Concord. 

Geography in New Hampshire h another critical element in 
the provision of services. There really isn't any major east-west 
highway that connects the state. Statewide, public transportation 
is a migor problem, especially in the northern section of the state 
where tiie White Moimtains create natural barriers for health ser- 
vices. We have to seriously consider transportation and geography 
as factors in the provision of care. I bnefly mention^ that 
t^ere is no income or rales tax so we depend on what is called 
''sin taxes'' which are taxes on beer, alcohol, and cigarettes as 
well as on tourism f^r irost of ou^ general funding base. A lacjor 
fafctor affecting New Hampshire's delivery system is our \ery 
limited general fund money. Natality — In 1985, the birth rate 
of 15.4 is 1.9 belo' i' e U.S. rate but the difference is the lowest 
since the early 70's. Births to young women less than 20, continue 
to decline. Inadequate prenatal care has increased. Non-marital 
births have also increased. Again in 1985, we had 15,364 births 
of which a total of 1,269 were under 19 years of ag^. Low-birth 
weight babies totalled 751, for a rate of 4.8% which has been the 
same over the last 5 year period. Three hundred forty-eight women 
(2.3%) received late or no prenatal care. If you go one step fur- 
ther and look at the women who have started care late in the 2nd 
trimester, you open up another large population group that I wouM 
consider, Mgh xisk. This represents about 6,000 women. Two thou- 
sand forty-seven women (13.3% of all births) had babies out of 
wedlock. In 1985, there were 141 infant deaths for a rate of 9.8 
per 1,000. The year before it was 10.2. Recently, I chaired and 
organized a task force that reviewed infant deathis in New Hamp- 
shire. We reviewed statistics in 1985 anJ the 10 previous years. 
We were able to use a birth-death link file to augment this report. 
In essence, the doath rate has pretty much stabilized during this 
10-year period instead of continuing downwsurd as in some other 
states. I'd like to share with you the 5 specific factors identified 
by the Infant Mortality Task Force as related to this stagnation. 
1) A halt in the declining percentage of very low-birth weight in- 
fants, 2) unchanging neonatal mortality among very low-birth 
weight infants, 3) an increase in post-neonatal mortality among 
infants of normal birth weight, 4) a large increase in deaths iden- 
tified as caused by "other conditions originating in perinatal 
period," and 5) a failure to reduce the percentage of New Hamp- 
shire mothers receiving inadequate prenatal care since 1979. The 
recommendations that followed this t eport included: 1) An increase 
in statewide prenatal education (targeting teens, low-income 
gf-nilies, women with less than 12 years of education, and oro- 
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viders of care), with a specific focus on smoking cessation during 
pregnancy, 2) improve statewide access to quality prenatal care 
(Hillsboro county should be targeted because it has exhibited the 
greatest increase in percent of women receiving inadequate 
prenatal care, 3) continued monitoring of adequacy of prenatal 
care levels and trends through our Vital Records office, 4) deter- 
mination of barriers tc prenatal care, 5) Medicaid reform to in- 
clude an increase in the reimbursement rate for certified nurse 
midwives and physicians for obstetrical care and an increase in 
the income level related to client eligibility, 6) the establishment 
of two community-wide demonstration programs to strengthen 
families, 7) better access to quality child health services for poverty 
level families, 8) establishment of adolescent wellness clinics in 
the schools, and finally 9) increasing statewide access to family 
planning services. Some of these recommendations have been im- 
plemented and others we're still working on. Prom this report we 
had some very interesting spin-offs. Right now we are develop- 
ing a conmiittee to review each infant death. The focus of the com- 
mittee will be one of education: for the general public, for those 
who are delivering care, and for policymakers at the state level. 
Smother spin-off of the Task Force Report was the focus on 
Medicaid. Our reimbursement rate of 217 dollars for prenatal care 
ii\ one of the lowest in the country. This has recently been in- 
a eased to 460 dollars per client. This is still below many states 
but we're moving in the right direction. I know in Minnesota they 
had a crisis and called a special session of the legislature. They 
were reimbursing at 500 dollars per client, and increased their 
rate to 1,000 dollars. 

Another positive outcome of that report, is the linkage between 
our Medicaid data and our birth and death certificate informa- 
tion. We can use this information to monitor access to care and 
its effectiveness in reducing low-weight births and infant 
mortality. 

Bob asked me also to briefly mention some of the problems 
in New Hampshire as well as some t f the successes and Til start 
with the problems. Access to care i i critical. I recently gave a 
in^sentation to the National Govemore Association, and the prob- 
lem of access is the same in all rural states. These include client 
knowledge of where to acquire the service, money to pay for the 
services, transportation to get to them, and the coordination be- 
tween provider agencies which is probably the biggest problem. 
The supply of health providere is another critical problem. Right 
now we have trouble finding nurses and particularly nurse prac- 
titionere. We are also having trouble finding obstetricians. The 
O " ability issue is critical especially in working with our high risk 
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diverted half of it, up north to Coos County because of a need for 
better prenatal care. At that point, Coos County had the worse 
infant mortality rate in the state. Today, they have the best, 
because we funded a prenatal program and combined it with fam- 
ily planning. We then added WIC and child health so that the 
services are really well coordinated there. 

The other success story is this past year the legislature, after 
working with a coalition of agencies involved in family planning 
and pienatal care, authorized an additional half a million dollars 
to family planning and a quarter of a million dollars more for 
prenatal services. The quarter of a million dollars is starting up 
our two new prenatal programs this January and the 500,000 
dollars allocated to F:P. will serve another 4,000 clients. The 
legislature was finally able to make a connection between preven* 
tion and a higher cost for a poor birth outcome. It took about 10 
years of outside pressure to get this passed. 

Finally, I see two miyor issues that I'd like to address during 
the course of this conference aside from supporting wholeheartedly 
what Bob is promoting. Listening to what Bob has been saying 
for the last couple of years, I have come to understand it better, 
but the two areas that I really see that are critical in terms of 
prevention are: adolescent health and men's health: Our coun- 
try has yet to realize the health implication^^ associated with our 
next generation. We need to start defining a holistic approach to 
this high risk group. In addition, we do not recognize the role 
that men play in the family environment. They're both a problem 
and a resource and until we recognize their role in the fam; 
we'll never really deal with the problems of reproductive healtn, 
child abuse, injuries and all other health problems. 



Report of the New Hampshire Delegation 

2. Presentation by David Bundy 



I represent the Children and Youth agency in New Hampshire, 
one of five divisions within the Dept. of Health m^d Human Ser- 
vices. We have been building over the last four years a romprehen- 
sive children's service agency. We are the agency that is recpon- 
^ -ible for child protective services in the state and do about 4^000 
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investigations per year. Sixty-five percent of the cases we siibstan- 
tiate involve situations where the abuser was a member of the 
household. We have a mmiber of children in foster care. We have 
been trying to struggle with the whole issue of prevention in an 
environment where the basic services put us under a great deal 
of strain to just keep up, as some of the folks from Vermont were 
saying, with a very serious level of intervention. We have two 
other factors which I feel inhibit that. One, is our servic3 delivery 
system in New Hampshire, from the Division's perspective, is tied 
to our juvenile statute and the bulk of our services are authorized 
by court orders, and you don't get before the court imtil your situa- 
tion has deteriorated pretty badly. So most of our funding is tied 
around getting intervention to families after things have gotten 
so bad that it necessitates them getting before the district court. 
Essentially, we provide intervention and treatment to children 
in need of services, abused or neglected children and juvenile delin- 
quents. The second dilemma that we have in the area of preven- 
tion, in doing a better job, is that the largf'st portion of our budget 
by far is court ordered services. We participate with county govern- 
ment in fi i iing those services. The state pays 100% of services 
ordered by the district courts but receives 25% of that back 
through a reind)ursement system from the coimties which neces- 
sitates our tracking services by individual children. That puts us 
in a situation where we are unable to, without a great deal of dif- 
ficulty, fund programs for larger populations because our reim- 
bursement, 25% of our payment, comes back from the counties 
and you have to identify the children in order to bill back the coim- 
ties to receive that 25%. Those are two significant obstacles for 
our doing more in the area of prevention. Overlaying that is the 
stress of the populations that we serve in an emerging system 
where we've done a great deal of reorganizing over the last four 
years moving large pieces of state government onto an umbrella 
agency and going throiigh the normal anxiety that that creates 
with staff and the public. Despite that, however, we have been 
able to make some strides in the area of prevention and I'd like 
to make a few observations. We have tried to look at three areas: 
The first, is how can we better coordinate resources and have a 
mvdtidisciplinary approach towards dealing with families. The 
second, is how can we move oiur system to focus more on the family 
unit rather than as seeing the children as a case and maybe the 
family as a case. And the third area is are there ways that we 
can open up our services to a broader population and intervene 
earlier? 

In lue first area, coordination of i asources, we have been able 
O establish over the last number of years multidisciplinary teams 
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in each of our twelve district offices where a network of providers 
from the community meet on a regular basis and assi&t us both 
with interventions of children and families who come into our 
system and also, at least in some areas, have moved to a point 
of discussing how can we hold services together and do a better 
job of intervention. We have also been able to impact at least to 
some degree through legislation, structuring better coordination, 
particularly between the Division and local education agencies 
and the Dept. of Education. We find a subpopulation of our clients 
who also have handicapped codes through the educational system. 
And the legislation in the last two sessions have mandated district 
court judges to enjoin school districts to discuss their individual 
education plans before the court with the Division so that we can 
better coordinate services for the child and the family. 

We have tried to take some steps towards focusing the ser- 
vice delivery system on the family as opposed to the child. We 
have changed our definition of the case to be the family. Prior 
to that a worker would carry children in placement as indi^ idual 
cases and they would also carry the family as an individual case. 
We think that that's important to how they view the family, to 
see the family as a case even when the child is in placement, par- 
ticularly where in most cases our goal is to reunify the family. 
New Hampshire has also seen over the last three or four years 
a rapid increase in what we call Family Strength programs, where 
pnvate agencies are ordered by the court to do intensive case work 
models with the family. Worko^ have small case loads, 4 to 5 
families at a given time and they're accessible 24 hours a day. 
They intervene and try and link families up with other services. 
TTie intent rfthe home builders, as this is known in other parts 
of the country, is to link families up to services, teach them how 
to navigate through the system of services, and get out within a 
short period of time, 3 to b months. The intent is to avoid place- 
ment by helping the family get at least to a level of functioning 
that makes it not necessary to remove the child from them. These 
services have grown over four years from a virtual zero base to 
an over two million dollar annual item in our budget. 

The third is to fund, in a limited way, easier access to pro- 
grams for a broader population and to intervene earlier. There 
have been three efforts in that area. The first, involving the larg^t 
amount of dollars, was part of a bill which changed how court 
(urdered services were funded. There was a provision in legisla- 
tion that 5% of the dollar spent on placement of children should 
be designated for placement prevention activities. That's a 700,000 
dollar item ihis fiscal year in the Division's budget. What we have 
i 
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done is through a formula allocate that money to our coimty 
governments and while many counties have targeted the money 
for diversion or mediation programs, there have also been a 
number of efforts at early intervention and some more innovative 
prcgects. The second item is that our Division for Children & Youth 
Services law has an advisory board of two people from each 
county and part of oiir mandate has been to tiy and take som 
of a leadership role in a broader sense of promoting children's ser- 
vices beyond court ordered services. While we have been unable 
as yet as an agency to make significant strides, the advisory board 
has taken that as an area of interest and have designated 50,000 
dollars annually of our juvenile justice funds on a competitive 
basis, to fund small prevention grants of from 500 to 5,000 dollars. 
The third area is that New Haiiq)shire also has a Children's Trust 
Fund. As yet, it's been somewhat of a frustrating experience for 
those involved in it. The/e was no general fund appropriation but 
an escrow account of general funds which could be accessed dollar 
for dollar 1^ funds raised in the private sector. The initial group 
<k individuals on the advisory board, myself included, had very 
little experience in fund raising and the project was pretty well 
stagnated for a year. I think we're a little bit more optimistic now. 
We do have some dollars to fund private professionals to come 
and assist us with fund raising so we hope we will be able to 
leverage some of the state dollars that are in escrow. 

I tMnk it might be helpful just to mention a couple of the prqj- 
ects briefly and then a final comment about what I think is really 
lacking in New Hampshire to pull some of this together. From 
our preventive grants we have funded a community council for 
children's services in Newport, which is a moderately sized com- 
munity, to do joint planning for services to children and they have 
succeeded in co-locating the Child Health Program, the WIC pro- 
gram, Headstart, and a day care program and th^ are trying to 
expand with some of the money to add additional services at the 
same location. We provide space for a children's center in Con- 
cord and we have funded a project called Child and Family Life 
Education Center in Laconia which is one of our cities in the cen- 
tral part of Ihe state. It's a center where parents can drop in and 
talk with other parents and/or leave their children for short 
periods (rf'time. liiey also volunteer to take care of other family's 
children. 

What has been lacking, I think, is a perspective from the 
statewide level in terms of a commitment, a definition of what 
prevention is. One of the things that I found very interesting about 
Vermont, is at least through your legislation, you've identified 
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F»revention as a priority. There have been some attempts with the 
10% allocation into prevention to structure how state agencies 
and other agencies in the system can approach prevention. I think 
that that is probably the most crucial thing that we need to see 
happen in this state. There needs to be, through the legislative 
process, an articulation of prevention as a top priority and to list 
some goals in areas and really put some structure to it. What we've 
been able to do and what other divisions have been able to do have 
been to focus on prevention from their own perspective in very 
different ways and I think we've done some good things, again 
as Charlie said, with a small amount of money. But there has been 
no structure pulling it together and I think at least in our state 
and I suspect with many others that needs to be the first step. 
Prior to coming to state service, I worked at the local level in the 
aty of Manchester and attended a workshop a number of years 
ago which provided training in trying to get communities to focus 
away from children's problems or pathologies and talk about what 
would we like to have as the ideal young person coming out of 
the system. The term used was positive youth development. How 
do we as a community produce individuals who are happy and 
function well. You don't do that by saying, 'here's a problem, let's 
develop services around it.' You do that by articulating things 
that need to be present in a community for everybody so that the 
universal population can have access to it. We went through a 
planning process where we invited a number of people from the 
community in different sectors and identified five areas and tried 
to get the city to establish broad goals in e&ch of those five areas. 
We looked at employment, family life, recreation, education, and 
social services and used that with the board, mayor, alderman, 
the school board, and United Way to help target how programs 
were funded and what interventions were done. We were able to 
see a very different level of program develop in certain areas. We 
began to do joint programming with Cooperative Extension. We 
saw the school board begin to do some family life curriculum. The 
process is one that needs to be really pushed and it needs to be 
done fairly frequently; getting the community back together to 
say let's reassess where we're going and to keep the momentum 
going. As often happens, those things tend to slow down and die 
out. But I think that that is the approach that's really necessary 
and one that needs to be translated to a state level. We've got 
to define in each area, in employment, in education what do we 
want to have happen to produce that positive y outu development. 
This has not happened at the staie level. If there is one thing 
that really needs to be done, I would say that that's what has got 
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to happen first because otherwise we're just all going off in dif- 
ferent directions and there isn't any central thread pulling it 
together. 



Report of the New Hampshire Delegation 

3. Presentation by M. Mary Mongan 



My name is Mary Mongan and Fm the Conmiissioner from 
the Department of Health and Human Services in New Hamp- 
shire. I guess my presence here today, as one of those higher 
bureaucrats, is to try to listen and to understand and at the same 
time to try to manage the largest department in the State of New 
Hfiunpshire. We have five divisions in that department and two 
other agencies. Therefore, I guess I must preface my remarks by 
stating that when I talk about healthy fancies, I mean more than 
the physical health because as commissioner of that department 
I have to take a look at the total picture and have a larger ferspeo 
tive and that's exactly what I try to do. Let me give you some 
remarks that I did try to put together thinking about what my 
presence was going to mean here today. In talking with Bob and 
with Charlie it was difficult for me to know. I wanted to come 
and listen to everytlung and I think it's been very good for me 
today, to hear the programs that are going on and try to measure 
where are we and 1 don't think we're that bad in New Hampcixxre 
at all. I think we do very well. We don't seem to have a lot of the 
dollars or many of the other things but one thing I continue to 
see within my department and continue to see in the community, 
is a good working relationship with the private sectors out there 
and with other groups who can try to fill in some of the gaps that 
we don't have the dollars to fill I n for. Whether thut's good or bad, 
I don't know but I think lodging i it it from my perspective it's good. 

We have for too long treated it dividual and family problems 
in isolation from olhiir disciplines We assign people and their 
pn^lems to categories ixnd look fcr a single solution so we can 
fit a person into a program. For the department as a whole we 
counted the number of children we serve and it totalled about 
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ISJ'JSS'. °F ™® interesting because we don't have 

400,000 m the state, we have around 300,000 so I guess that says 
very clearly what we are doing. Many of the kids are receiving 
more than one service. 

We are loolring at community wide approact^es when we count 
those for the health of the family. We looked at the schools, we 
looked at day care providers, the job training programs, the 
churches, volunteer groups, and to private and non-profit organiza- 
tions. Empl<qrer8 have to have a ni^or role to play in this entire 
effort based on the workmg hours that they provide or don't pro- 
vide. Some of them provide health insurance and some of them 
don t, and some give you day care and some at them don't. If we 
are truly going to serve the young family, we must integrat« and 
direct the services we provide. We must -iisure that there is ade- 
quate health care but we also must reali^a^ that this is only the 
beginmng. We must afford the young family the opportunity for 
a future complete with adequate income and housing as well as 
day care. 

Let me describe to you an approach that we're taking from 
the department point of view. We are reforming welfare. All of 
you have heard about welfare reform and we do it a little bit d'f- 
ferent. We say we're reforming welfare and we're serious about 
it. We think our version represents a real change in the way we 
approach families in trouble. For a long time we were over- 
whelmed with eligibility, with error rates, with categorical ap- 
lawches to problems, but our new program proposes a significant 
philosophical change. We want to promote r holistic approach to 
human beings; to families we want to help \ lem deal with their 
problems not our definition of their problems. We want to pro- 
mote self-rrapect, self-esteem, self-confidence, self-determination, 
and self-sufficieney. We want to prevent problems and dependeninr 
wherever possible and we will intervene early when we can and 
we will jnovide supportive services designed to eventually achieve 
independence. Our APDC case role in New Hampshire right now 
w about 3,700. In the past 3 and 1/2 years, we have dropped from 
8,420 down to about 3,700. So this welfare reform or reforming 
welfare has begun within our ^stem and with our own staff really 
taking a look at how can we do some positive things to work with 
our families as a whole. We haven't waited for the feds to come 
by and say Vhy don't you take a look at it.' The program that 
we re developing will focus on developing a contract between the 
case manager and the client. The contract will include the respon- 
saMlities of the state and the responsibilities of the client, in- 
dividual or family. The state case manager will package all 
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necessary services that will provide needed assistance and that 
will promote and encourage the well being of that young family. 
We will develop a full-service plan for our Human Services District 
offices where they will be working through. We will meet tJie needs 
through the traditional mechanism which is AFDC, food stamps, 
and Afedicaid when necessary. In addition, we will refer our clients 
when necessary to family planning, to the WIC program, vhild 
health clinics, job training, education, counselling, and any sup 
port services within local commimity resources that the individual 
family needs making sure that the network out there is available 
and that we are meting the best use of it possible. The accent 
must be on the individual family. There is not a single answer 
for all families and, if we are to be successful, we must listen bet- 
ter. Listen to their problems and their barriers and their needs. 
If we listen and together design individual solutions for individual 
families, we will be far more effective in helping those families 
succeed and become self-sufficient. What better gtft could we give 
a child than to help build an environment where parents are 
economically independent, where parents are accessing care for 
their children and themselves, where there is an ability to cope 
with problems and find solutions, and where family members see 
each other as resources and where we try to give them hope. It 
is critical that we each continue to expand knowledge within our 
own disciplines and that we share that knowledge as we are do- 
ing today. This is certainly most helpful to all of us who shape 
and implement policy and that's what most of you are doing. But 
each juncture is just as important and we urge the integration 
of policy. It is a cross discipline approach in an integrated ser- 
vice ^stem that I believe holds out the most promise to develop- 
ing young families. 

When the paper memo came down to me, it said Mary Mongan 
will present her perspective on the overall needs of the families 
and how she determines how she tells the governor to prioritize 
his funding. Mary Jane Wallner, who is one of otu* legislators said 
she came today just to hear me answer that. I'm not going to 
answer it though. No, actually prioritizing is sometiiing that is 
done in every agency that you work in. We're no different. We're 
a very large department and as a large department, when we 
de/elop the budget, we did prioritizing and each division direc- 
tor came in with their priorities and we took a look at those 
priorities and they had a lot of input into them. So when deci- 
sions were made, it was not made completely at the commissioner's 
level. For a commissioner to do that or for any executive to do 
that would be wrong, so it comes from each person having their 
input. And it's tough. To do prioritizing is tough, just as it is in 
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the legislature. But we try to do the best we possibly can and this 
past year we brought in a budget that was completely in the black 
for the first time in quite some time in the history of the depart- 
ment and I feel good about that. So my role here today, and I ap- 
preciate being able to come for the short time that I can stay, is 
to try to get out and to see what's going on and to listen to other 
people and moreover to support my department and my division 
directors and division staff in any effort that they do and we cer- 
tainly appreciate Bob's role not only of our division but with the 
Dartmouth Clinic and I think that's an important piece for the 
department, so that's my role. 



Report of the New Hampshire Delegation 

4. Presentation by Mary Jane Wallner 



I'm Mary Jane Wallner and I am a state representative for 
thd Concord area. I thought I would tell you a little bit about the 
New Hampshire legislature because I think it makes a lot of dif- 
ference in terms of whet happens in New Hampshire. There are 
400 state representatives and 24 pjnators. Now you can get a 
flavor for what some of New Hampshire's problems may be. The 
average age of a legislator in New Hampshire is 59 years old, so 
the legislature is made up of a large number of retired people who 
have the time to devote to this and come at it from a bit different 
perspective than some of the more professional legislators in other 
states. The turnover rate in the legislature is about 40% every 
two yaars, so these folks in state government have to be re- 
educated every two years. A couple of years ago I got involved 
in a bill called the Children's Trust Fund and because of that bill 
I learned about what level of understanding people in the New 
Hampshire legislature really have of the concept of primary 
prevention. Ouvbill looks a lot like other states' children's trust 
find bills in chat it's really geared towards funding primary 
prevention frograms. But when we arrived at the New Hamp- 
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shire legislature with that bill, there was a lack of understand- 
ing of what we were talking about— what are primary prevention 
programs, who will they serve— and when you start talking about 
they're going to serve the entire community, they're going to he 
available for anyone, this was something that was very difficult 
for them to understand. That whole situation around our Chil- 
dren's Trust Fund was a very firustrating experience. Even though 
we do now, in legislation have a children's trust fund we actually 
have no money. What the legislature did was tell us that if we 
could raise money, they will match it. What they gave us was a 
million dollars which is being held in escrow and if we can raise 
a million, then we would have a two million dollar trust fund and 
we could spend the interest from that money for prevention pro- 
grams. That could be a significant program if we can raise the 
million dollars. They left us out there, a bunch of volunteers 
basically, to raise a million dollars. David and I were two of those 
volunteers faced with this problem which for a year we tried to 
cope with and finally realized that we weren't going to be able 
to do that. We went back to the legislature last year and asked 
them to eive us some resources to raise that million dollars. They 
gave us 90,000 dollars to go out and hire the kind of consultation 
that we were going to need to raise the money and we're in the 
process of doing that now. And I hope that once we raise the 
million dollars. New Hampshire will lutve made a significant step 
in funding some prevention programs. 

In my other life, because in New Hampshire if you're under 
the age of 65 and you haven't retired yet or you're not indepen- 
dently wealthy you also have to have a full-time job. I am also 
the director of a day care center. I noticed we were lacking in the 
New Hampshire presentation of what some of the day care 
statistics are. As you heard, we have the lowest unemployment 
rate in the nation and we also have a heavy emphasis on welfare 
reform, and as Commissioner Mongan told you, we have very few 
welfare cases left. Everyone's working in New Hampshire and, 
as you're driving around, everybody needs workers— McDonald's 
and Wendy's. There's a job out there for almost anyone who wants 
to go and look for one. So we have a very high employment rate 
of mothers in the work force. Right now we have about 35,000 
preschoolers and about 70,000 children of school age who for some 
part of every day need child care. At this point we have 1,000 
licensed child care providers and they provide 22,000 slots for child 
care a day in New Hampshire so we have quite a gap. We have 
105,000 children who need child care and we only have 22,000 
slots 80 a lot of those children are in unlicensed care. Some of that 
not illegal care because in New Hampshire you only need to be 
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licensed if you take 3 or more children. I think that that is one 
place there have been some small successes in the New Hamp- 
shire legislature. Last year we did have an influx of money into 
the system for low and moderate income working families. There's 
about 2.7 million additional dollars that is going to go into the 
child care system in the next couple of years. We do fund child 
care for families who make up to 190% of the poverty level which 
is not as good as Maine but some of the child care advocates are 
really working, to get those income levels looked at. 

At the federal level, there's something called an 'Act for Bet- 
ter Child Care' and there are about 50 organizations nauonally 
that have gotten together to support it. The Children's Defense 
Fund has really spear headed this and a bill is going to be in- 
troduced in Congress for about 2.5 billion dollars of child care 
money across the United States. For New Hampshire that would 
mean about 5 rai.aon dc ^^-^rs, so you can take that for your state 
and try to ngui*e out what it would mean. Seventy-five percent 
of each state's money would need to be used to provide direct care 
for children, but 25% of it would be to upgrade the care given to 
children through training of providers and through licensing re- 
quirements. One way to go about passing this legislation is to try 
and develop state coalitions. These are being organized in every 
state in the United States. A couple of weeks ago there was an 
organizing meeting in New Hampidiire which pulled together child 
care people from all over the state. We in New Hampshire do not 
have a children's forum or a coalition for children and this might 
be the beginning of that because we need that not only for ^s 
federal legislation but we also need it for working through the 
state legislature. 

I'm really glad to be here today because I am going to be spon- 
soring, in January, a piece of legislation that would provide the 
first state dollars for Headstart in New Hampshire. We're ask- 
ing for half a million dollars to expand the Headstart services so 
I feel this is going to be valuable for me to learn today more about 
Headstart and to use the information in helping pass our 
legislation. 

(Berry) I had a question about your AFDC case load. What 
is the reason that it's going down? 

(Mongan) Well, the healtl^ economy of the state certainly 
and the employment's out there. The other thing I think is what 
we have done in our district offices, the case management, wMch 
I talked about, whereby when a client comes in tiiey just don't 
say, "You're on AFDC," they say, "What^s your education? How 
Q -•an we get you into a job training program?*' These are some of 
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the things that are more positive. That's why I said in the begin- 
ning we would talk about welfare reform. We've been reforming 
welfare, and I think have done a good job. 

(Berrjd Is your eligibility rate the same as Maine or Vermont? 
It's lower isn't it? 

(Mon^oid It varies. It's 69% ofthe Federal Poverty Level for 
a family ci two, 63% for a family of three, and 68% for a family 
of four. 

(Berry^ Has your eligibility gone down over the second term? 

(Mongarii No, it has not. It's the same. 

iSgambata What's yours in terms ofthe percent of poverty? 

(Beny^ I think it's 115-117% of the Federal Poverty Level 

(MUeheW Are your families able to stay cm Medicaid when 
the mother starts to work? 

(Monffuii We havejust instituted a prjgram whereby we're 
beginning to allow that to happen. That was one of our biggest 
problems that we've had. But we now have a program where we're 
doing it fbr six months and hope to increase that to a year. 

{Chand)erlini The preblrai with a ftdlenq>lqyment is that peo- 
ple are making $6.00 an hour and rents have gone sky high so 
they're paying 50% of their income for housing. 

iSgamhati) There's been both positive and negative sides of 
the ftill eiiQ>loyment or near fUll employment. One ofthe positive 
things is that the emplc^ere, in order to be competitive, are now 
offering medical it iurance at a fairly decent coverage which was 
not the case in the past So that's been important for tliat greup 
of people. We're looking at extending Medicaid and also maybe 
buying for some d those people the additional coverage above and 
beyond the employer's coverage so we can get family coverage 
instead (rf" just the employee. 

(MitcheW Say someboc^ starts working at McDonald's and 
they are now providing individual coverage, if they would have 
been eligible for Medicaid, can you instead of providing Medicaid, 
buy the family insurance? 

{Mongard You are able to do that depending on what the need 
is. We have a waiver from the federal government to allow us to 
do that. 

(Sgambatd What we've done currently is extend Medicaid 
coverage for up to between 9 and 12 months depending on the 
income level but what happens is we will bill tluit insurance if 
the person is covered there. Medicaid is the payer of last resort 
in the scheme, so when the bills get submitted and somebody is 
covered by insurance, that's picked up by the insurance, there's 
n^h^ f hings their's don't cover, then Medicaid will pick that up. 
gj^(^^Von) We've done that with our Catastn^hic Illness. We 
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don't have a Catastrophic Fund per se but we have taken care 
of it whereby we're the payer of last resort. 

(Mitchelh Do you cover prenatal care then for uninsured peo- 
ple the same way? 

(Mongan) No. 
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A Community Based Approach to Preventing 
Heart Disease; the Stanford Experience 

Christine Jackson, Ph.D. 

(Chamberlin) We will now begin to look at otiier programs 
around the country that have had experience in implementing 
community wide approach^. The first one is the Stanford Heart 
Disease Prevention Program which has had a community wide 
iq>proadi to changing health habits related to cardiovascular 
disease. Presenting that is Christine Jackson who is Associate 
Director of Education at the Stanford Center for Research in 
Disease Prevention. She is responsible for designing and im- 
plementing risk reduction programs in communities and for con- 
ducting the evaluation necessaiy to detenmne the extent to which 
the progrwnoB are maintained by the community and the associa- 
tion between program participation and improvement in risk 
related behavioro. Dr. Jackson has a Ph^. in Social Ecology and 
wrote her thesis on the effecto of healUi related Imowledge at- 
titudes, beliefs and situational factora on heart healUi behaviora 
in adulte. 

(Jacksord Yd like to begin telling you a little bit more about 
the Center for Research in Disease Pinevention, both to clarify some 
of the terms that I'll be using today and to convey to you the 
timeliness of our current efforts within the Center and this con- 
ference's focus on applications of community-based programs to 
maternal/child health issues. 



STANFORD CENTER FOR RESEARCH 
IN DISEASE PREVENTION - PROJECTS: 

Heart Disease Prevention Program (Five City Project) 

* A community demonstration trial 

* Based in five cities in northern California 

* Funded by National Heart, Lung & Blood Institute 

* 1978-1991 

Health Promotion Resource Center: 

* One of four regior H centera established to serve as a resource 
for community-based health promotion in liie United States 
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* Region includes the 13 western states 

* Funded by H.J. Kaiser Family Foundation 

* 1986-1990 



The name of our entire organization within the university is 
the Stanford Center for Research in Disease Prevention. There 
are currently about 20 projects within the Center. The two proj- 
ects of interest to us are: 

1st: The Heart Disease Prevention Program (HDPP), which is 
also known as the Five City Project (FCP) and has, since 
1978, been the largest project within the Center. 

2nd: The Health Promotion Resource Center (HPRC), which is 
the most recent large scale project to come to the Center and 
which in many respects represents the next generation of 
community programs attempted by our group. 

The HPRC works ^th 11 funded communities in the 13 
Western United States. These communities are dealing with 
not just cardiovascular disease, but adolescent pregnancy, 
substance abuse, cancer and injury prevention. 

I mention the HPRC now to let you know that (1) the 
generalizability or applicability of our experience in the FCP to 
other communities and other health problems is currently a prin- 
cipal area of interest withm the Center, and (2) while most of what 
I have to say about the "Stanford experience" is based on the 
Heart Disease Prevention Program in Salinas and Monterey, I 
will also be taking into account the Center's ongoing efforts to 
assist the 1 1 funded communities in their health promotion efforts. 

As I started to prepare my talk, the first thing that came to 
mind is that I've been immersed in cardiovascular health for the 
last few years and in any case know very little about maternal 
child health. So, I thought it best to do some background reading 
and turned to the materials forwarded by Dr. Chamberlin. As I 
read through the titles in the bibliography and looked through 
the other materials, I immediately noticed several titles that con- 
tain the same word, namely, "ecologic." 
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Probably one reason that I gave special attention to the 
repeated use of the word ecologic is that I did my graduate work 
in Social Ecology at the University of California. More impor* 
tantly , however, is that a principal characteristic of the Five City 
Project (FCP) is that it was planned, implemented and evalui^ted 
as an ecological intervention. To discover what about the FCP 
is applicable to other communities, and to other health problems, 
we need first and foremost to understand its ecologic structure 
and processes. 

With that in mind, I'd like to introduce you to the FCP by 
first giving a brief answer to the question: What is an ecologic 
orientation? 
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AN ECOLOGICAL APPROACH TO HEALTH PROMOTION 
ASSUMES THATt 

1. HEALTH RELATED BEHAVIOR DOES NOT OCCUR INDE- 
PENDENT OP THE INFLUENCES OF THE SURROUNDING 
PHYSICAL AND SOCIAL ENVDIONMENT. 

— Much of the program planning work of the Five City Prqject 
involves understanding the nature of people's interactions 
with the surrounding physical and social environment. 

2. A COBdMUNITY IS A DYNAMIC, INTERDEPENDENT SYSTEM 
CHARACTERIZED BY NORMS, RULES AND ESTABLISHED 
METHODS OF RESOURCE ALLOCATION. 

— Much of the community organization work of the Five City 
Ptqject invohres learning how various parts of the community 
By^m fimction, and collaborating with representatives from 
the system so that they will be receptive to and supportive 
of health promotion activities. 



To keep things simple, I will focue on the two basic assump- 
tions of an ecologic approach: 

1. The first assumption is that human behavior does not occur 
independent of the influences of the surrounding environment. 

Interventions based on the ecologic model takes into account 
the context in which behavior occurs. 

This model acknowledges that there are some innate or genetic 
characteristics that may predispose and in some cases, cause, 
an individual to behave in a certain manner or develop a cer- 
tain health problem. 

However, this model emphasizes the relationships between the 
physical and social environment, individual behaviors and, 
pl^sical and mental well being. 

When viewed from this orientation, a health promotion pro- 
gram is an attempt to influence individual behavior through 
changes in the surrounding physical and social environment. 

Much of the program planning workciihe FCP involves under- 
standing the nature of people's interactions with the surround- 
ing phjrsical and sociid environment. 

^ iS^ ecological orientation is also a systems orientation. That 
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ia» it takes into account the c^namic and interdependent nature 
of human communities* 

It reo[>gnizes that human social systems are characterized 
certain norms and rules and that they generally contain a 
stable amount of resources. 

Accordingly, when a health promotion program is imple- 
mented, it is essentially a disturbance witiun the system. It 
is a disturbance in the sense that it seeks to changeiixe status 
quo, reo/Zocote resources, alter some of the existing norms and 
so forth. 

Much of the community organization work of the FCP involves: 

— learninghow various parts of the community system func- 
tion and 

— collaborating with representatives ofthe system so that th^ 
will be receptive to and supportive of our health promotion 
efforts. 

To summarize: at a general, conceptual level, the FCP is 
ecological. 

The intervention has taken into account environmentalaB well 
as individual factors that influence the rate of cardiovascular 
disease. 

Program sta£f recognize that the intervention in essentially 
a partubation within the community system and that considerable 
work is required to see that the sysbem accommodates the 
intervention. 

Now Fd like to move to a more detailed look at the interven- 
tion, and provide an overview of the program activities that have 
occurred during the course of the Heart Disease Prevention 
Program. 

Fve brought along a video, called Community Health Promo- 
tion t^iat has just been produced by our group, that I think pro- 
vides a good overview of the program (video shown). 

What Fd like to do now is to briefly summarize the key com- 
ponents of the FCP intervention. To do this I have prepared a 
graphic that uses a very simple ecologic framework as a tool for 
organizing the program activity information presented in the 
video. 
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Stanford Mddel for Dev«loptiif Orenll Coaunanit^-Wlde nimewerk 
for Pke?entiag Cajdlo*V«tcii]ttr Dlseftse 


COMMUNnYHEALIH 
EDUCATION PROGRAM 


FACItSRSlYMTINFUJEICE 
INDINODiALniSK OF DISEASE ^ 


RATES OF CORONARY DISEASE 


Social LmlVarteblfis: 

- parental bchavion eqwdally for 
diet wei^t cxerdae & aoKdcing 

• peer pfctsures 

• aodal & cuhural norma & traditions 

QryaiHMttoMl U-vti V«rt«htem 

- achool health curricula 

- restaurant ft frocoy store labeling 

• woricstte faculties* policies ft pro* 
frams 

- physician practices 

" scxeciUin pnyaws for blood 
pressure ft cholesterol 

- hospttal prevention pngnuns 

- public health mfonnatkm pr^rams 

Communitv Im\ Vsrtsbtes 

- niaas media for health education 

• commercial advertiiements 

- labehni laws for foods ft dgaitttes 

• societal trends for tm6kln|, exercise 
ftdlet 


AwarwiiMta «nd Knowkidtfe about: 

- cardiovascular nak fiictors 

• actkns to reduce ilsk status 

• communfy resources to leom 
health promotion activities 

AttlhiilM and »Vltef« about: 

• one's probaoUity of devetoping 
heart disease 

- the usefulness ft destrabUMy of 
foUowing preventive actions 

• one's Iftetihood of success in fol- 
lowing recommended actions 

- label reading 

• rtsisUng peer pressure 

- avoid smoking relapse 

- imuate an ewrrritc or wef^t 
k>u program 

- comply with medical regimen 
Behavlon: 

- diet and nutsltion 

- physical activity 
-dgarette smoking 

- wsight control activities 

- use of hypertenshre meds 

• socioeconomic status 
••ge 

-gender 

- family history 

• ethnicity 
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• angina pectoris 

- myocardial Infarction 

Prematun Death 

- mycardial infarction 

• stroke 
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Four key components of the program are suggested by this graphic: 

1st: When considered as a whole the model depicts the compre- 
hensive nature of the intervention. It is comprehensive 
because it targets multiple risk factors with programs and 
products that involve multiple community settings, change 
strategies and target groups. 

The working assumption of the program is that the more the 
education program becomes an integral part of the surrounding 
environment, the greater the individual exposure to the interven- 
tion, the greater the reduction in risk-related behaviors, and the 
greater the decline in CVD rates. 

2nd: The box on the left suggests that the intervention is essen- 
tially designed to alter the environment so that members 
of the community are provided with multiple and variable 
opportunities to modify their risk related behaviors and 
thereby lowei* their risk of disease. In this model, environ- 
mental fiictors are sorted along a simple micro to macro level 
hierarchy. 

In general, micro level variables are characterized as being 
proximal to individuals and present on a more or less continuous 
basis. Things present in people's immediate social environment, 
such as family tradition, parental modeUng, ard peer values, are 
micro level variables. 

Beyond the immediate ^ial environment are the organiza- 
tions that comprise the broader community environment; the 
schools, churches, hospitals, businesses and other organizations 
in the community. The regular activities and special events that 
occur in these places are what make up the community environ* 
ment. Because different segments of the population come in con- 
tact with different combinations of organizations, tiie **mix** of 
organizations targeted by the intervention has implications for 
who will be exposed to the intervention and to what degree. 

Within this framework, macro level variables are variables 
that generally influence the community at large, are often 
regulatory in nature, and often have a range of influence that 
extends beyond the community. Examples of macro levels 
variable9 include mass media and food and cigarette labeling laws. 

During the course of the intervention, educational programs 
have been directed at the various levels of this hierarchy. 

^ ]: As depicted in the center box in the model, the intervention 
\}J^s^ targeted psychological and behavioral aspects of risk 
factor modification. Although there is some debate about 
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whether change in knowledge and attitudes must occur in 
order for behavior change to occiir, the general orientation 
within the Center is that under most circumstances, modifi- 
cation of psychological variables and the acquisition of 
necessary skills will facilitate &e performance of new be- 
haviors. 

This is not to say that all of our programs or materials are 
designed to modify idl of these factors. In fact, we try to limit the 
change objectivea of a single PSA or booklet or other health pro- 
motion tool so that we deliver a concentrated, focused message 
about a specific change objective rathw than a dl - uted, complicated 
message about multiple change objectives. 

It is by producing a variety of materials and programs, which 
may, for example, be purely motivational, be primarily educa- 
tional or be focused on skill development that we hope to achieve 
a good fit between what we're sending out into the community 
and the receptivity of persons in the community. 

Finally, two other characteristics of the prqject, not directly 
apparent fkrom this graphic, are that it is multidisciplinary and 
collaborative. The range of skills needed for the pn^pram is very 
broad. For a single program we may require people who can edit 
film, do blood draws, direct a community advisory board, design 
an evaluation, and so forth. The work that we do simply couldn't 
progress without the input from the midtiple disciplines and pro- 
fessions represented on our team. 

Collaboration is inq)ortant, but also expected, among our staff. 
Where collaboration is more unique, and difficult to achieve, is 
between the prqject staff and members of the community* 

Now that you have a general sense of u;^ we've been doing, 
rd like to shift geara and describe how we go about doing it and 
ril do that by describing our planning and implementation 
process. 

Firat, a general word about the nature of planning and im- 
plementation of any aspect of the HDPP: I think Richard ManofiTs 
description of the communication process is an apt description of 
how we operate. In his book on social marketing, Manoff states 
thac Paths become clear once the directions are taken. For us, 
program planning and implementation is a very dynamic process. 
It starts with an idea and that idea is usually shtq)ed an^ 
many times as information continues to come in regarding the 
target audience, the setting, potential barriers for use, and other 
kinds of information that I'll discuss in more detail in a minute. 
^ The point is that we don't take an idea and develop it in isola- 




vithln the univeraity. Throughout the process our work ia 
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guided by the information we collect from individuals and 
organizations in the community. 

As much as it is a dynamic process, there are elements of the 
process that remain constant and 111 describe these elenients ne3^ 



A PROCESS FOR PLANNING AND IMPLEMENTING 
HEALTH PROMOTION ACTIVITIES 

FHASBI PHASSn PHASBm PHAffi IV 

NEEDS AS8Ba8lfENT-» FORMATIVE WORK-> PRODUCTION 4 TBSTINO-« IMPLEliENTATION 



The first constant is the general sequence of events, which 
IVe shown as four phases . . . 

I Needs Assessment 

n Formative Woric 
m Production & Testing 
IV Implementation 

There's really nothing terribly iimovative or unusiial about 
this sequence. We identify a need, come up with some ideas for 
addressing the need, develop a prototype based on our ideas, see 
how well it works, fine tune it and then go with it. 

What is somewhat mwe unusual, especially wit^ the public 
health sector, and what is certainly the most challenging aq>ect 
of the process, is the range and amount of information we gatiier 
to guide our work. If you think about the entire process as essen- 
tially being one of gathering and applying nformation, then the 
challenge is knowing what kind of informati<m to gather, how to 
gather it, and how to apply it 

For us, meeting this challenge requires us to (1) have a de- 
cent understanding of empirical research and social science theoiy, 
(2) to conduct ongoing evaluation using quantitative and qualita- 
tive methods, and (3) to conduct ongoing community organization 
work. 

For empirical and theoretical information we turn to epidemi- 
ology, biomedical research, and the literatures on social learn- 
ing theory, communication and persuasion and social marketing. 

Our principal methods of evaluation are face to face and 
telephone interviews, self-report questionnaires, focus groups, 
obs^ational study and physiological assessment. 

Our principal methods community wganizaticm work are 
community coalition building and consensus development. We 
rrach the community through a 14 member community advisory 
i-rSr-^ ^ its executive director (who is also our community 
coordinator). 
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These are the activities that provide us with the information 
we need to put together a healtii promotion program or product. 

Next, rd Uke to discuss in more detail each phase of the plan- 
ning and implementation process and while doing so provide ex- 
amples of how our use of theory, evaluation and community 
organization is central to what we do. 



PHASE I 

A very practical definition of needs assessment is that it tries 
to assess the df/7^rencebetween where the target peculation stands 
with respect to some health related outcome, and where you'd like 
them to be. The discrepancy between where they are and where 
they could be ^ that is, the assessed need forms the basis for 
specifying the program goals, which are the end products of the 
needs assessment phase. 

During needs assessment, we utilize theoretical and empirical 
information to better understand the problem, and the options 
for doing something about it. 

With regard to cigarette smoking for example, epidemiologic 
data inform us that: while overall smoking rates have declined, 
they have declined more among males than females; that the 
slower decrease among females is due to the higher rate of smok- 
ing adoption among adolescent females, and that adults who con- 
tinue to smoke are for the most part heavy smokere, who appar- 
ently are much less receptive to the smoking cessation programs 
currently available. We find this sort of epidemiologic data very 
useful in oiu* efforts to identify health promotion needs in the 
community. 

As a second example, we stay abreast of the everchanging 
biomedical information regarding the role of cholesterol as a 
cardiovascular risk factor. In order to establish goals for a choles- 
terol lowering campaign, for example, we would need to know 
what constitutes a meaningful drop in cholesterol levels, how long 
it would take to lower ones cholesterol by that amount, whether 
\h% new finger stick method of cholesterol measurement is some- 
thing we want to encourage oiu* communities to do, and so forth. 

We also rely very heavily on oiu* prqject's internal evaluation 
system to inform us about the health education needs of the com- 
munity. We use data from telephone intervie\.s, face-to-face in- 
terviews, physiological assessments, self-report surveys and obser- 
vational study to provide us with indications of the community 
status with regard to: 

ER^O® availability of health promotion activities, 
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— the extent to which people in the community participate in 
health promotion activities, 

— the risk fai tw status of people in the community, 

— and the CVDmort)idity and mortality rates in the community. 

Community Organization work also plays a role during the 
needs assessment pAiase. To explain our comnunity cnganization 
work, I should first describe the structure of our group. Put of 
my role is to serve as principal liaison between the Center and 
th^ community. The Center supports two full-time enq;>lcyees who 
live in the community and work as our community cowdinators. 
One of these persons fills the role of executive directw of our c^ 
munity advisory board. We have a 14 member board which in- 
cludes phjrsicians, lawyers, bankers, real estate developers, 
educatws, a politician, a hoq)ital administrator, a health depart- 
ment director and community service agency representatives. 

Our goal in putting the board togetl^ was to puU to|^ther 
the decision makers or power bndLors in the community . la order 
to get into community qrstems, such as the education qrstem, or 
work directly with the Health Department, we nee^ influen- 
tial local persons to help us establish contact We thou^t that 
would be sufficient In fact, we're now mod^ng our approach 
so that we're evolving into a two-tiered system that includes poww 
brokers who help us gain entry into the i^stem and then another 
group of management level people, such as program directors, to 
help us set directions and specify goals and objectives. 

iChamberlin) How do you identify the power brokers in a 
community? 

(Jackson) We relied mainly on our knowledge of the commu- 
nity and informational interviews of members of agencies and in- 
stitutions in the community. If you look a tiie last names of the 
people on our board and then drive around the community, it's 
their names that are on all the buildings. Its common knowledge 
really. We did interview physicians and other people in the com- 
munity and they were able to advise us and introduce us to oUiers 
in the community network. 

When a need becomes apparent, whether through our reading 
of the literature, our evaluation work, or because it is brought 
to our attention by individuals or g^roups in the community, we 
take our needs assessment information Wore tibe board. We work 
with the board not only to get their approval, but also because 
they can ^ve valuable advise on how to proceed, and when 
gr cessary, they can open most of the doors that we may need to 

y£'*^- 10.9 
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One of the first lessons I had to learn in my role was that I 
couldn't come to the board and define a problem. I thinh its very 
inqxyrtant to let them define the {urbblem and get a sense of ownet- 
ship about tibe problem. Our general ajqproadhi is to present them 
wi& needs assessment information and see whether they think 
it'saprahtou I thiidL this is a really important aq[)ect of collabora- 
tion with the board. 

One of the difficult and time consuming aspects of working 
diriictly witii the community to identify needs and establish goals 
is that we very often get caught in a mix of perceived needs as 
well as actual needs and political and economic needs as well as 
health needs. For ^Mn4)le, <^n a single health promotion ac- 
tivity can serve a variety of needs. We are currentfy co-qionsori^ 
a cholesterol screening program and the local hospitals are really 
involved to strengthen th^ position in the market and to com- 
peve with one anotbnr, television stations are invdved to improve 
their pidi>lic relations; the Heart Association and Red Cross are 
involved because it fits within their mandate and because they 
oon^)^ wtth one anoth^ the Medical Society is involved because 
it seems that physicians are concerned about the introduction 
a cholesterol screening program into the community without it 
being ui»tor their omtrol. the surface it lodES grea^ 
OTganizations cooperating to do cholesterol screening; evwybody 
is involved. We really are all moving in the same dhrection but 
there are definitely multiple agendas. It is undoubtedly rare not 
to have to deal with such mixed agendas. It may be worthwhile 
to accommodate needs not central to the program's mandate if 
^ing so is likely to improve the community's receptivity to and/or 
ownership of the actual program. 



PHASE li 

Once we've established the need, we then try to figure out ex- 
actly what to do about it. During Phase 11 we formulate a plan 
for dosing the gap between where peaph are and where they could 
be with respect to heart disease prevention. Thus, during the For- 
mative phase we develop a plan that si^ecifies: 

— who the target audience is, 

— how we're going to reach them, 

— what information or activities we'll expose them to, 
" how dten and in what settings we will reach them. 

E RiC ^ develop such a specific plan we lean pretty heavily on the 
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social sdence literatures, moat notably the literaturee on Com- 
munication & Persuasion, Social Marketing and Social Learning 
Thecoy. These literatures are particularly helpful because they 
describe the variables that ought to be taken into account when 
attenqpting to bring about change in human behavior. 

Social marketing, for ezanqpile, emphasises that in ofder to 
develop fiMsible program ofajectives and maximiie the probability 
of reiu^ung those objectives, we must first and fbremost know our 
awlience or target group. The goal is to develc^ a program 
or product that apprals to and is likely to be used by mei^rs 
of the target group. Thus, the purpose of target group analysis 
is to imcover the logistical, socio-cultural, pqrdudogical and 
behavioral factors that are likely to enhance or inhibit involve- 
ment in yr*'r urogram or use of your product. 

At a pr. ..^ level, what social marketing encourages us to 
do is put ourselves into the social situation and mindset of the 
niembm of the target gnnq>. The social 
emxic^ about the eq)ectetkms, desires, gen^^ 
tional characteristics of the target group that one can accurately 
predict how th^ will rrapond to the program or product in ques- 
tion. You really need to have as much information as you can 
because once your programs or producto are out there, you can 
change some things but you really can't change too much. 

As an example, we recently had the opportunity to examine 
the feasibility of ' ^repackaging" a church-based fami^ health pro- 
motion program. Tliiis program had been sucoessfiilly inm 
witii Anglo families and we thought it may be transferrable to 
the Hiqpanic community. Through interviews with Hispanics we 
identified several criticul barriers: (1) Hispanic men traditionally 
do not get involved in matters of the household, including nutri- 
tion and childrearing. Thus, we could not expect the program to 
appeal to entire families, as we'd hoped. (2) Because of ti^eir ex- 
prened desire to become more liberated in general and tp use birth 
control in particular, some Hispanic women were not oomforteble 
with ihe notion of a churdi-based program. Sudi a program would 
bring hralth and religious intereste tx>gether at a time when 
women were trying to keep them as separate issues in their lives. 
(3) We learaed that we codd not e]q[)ect to hold regularly sched 
meetings and that the overall time frame of any program would 
have to take into account the migration patterns dl Hiqmnics who 
follow the growing seasons of the Califcnrnia agriculture industry. 
This exan^le underscores the importance of knowing the cultural, 
nsvchosodal and logistical aspecto of the target group. 

During the formative phase we also utilise Social Learning 
^ Kxry . Much of the structure that goes into our classes and sel^ 



STANFORD APHIOACH 



theory suggests, for example, that the adoption of new behaviors 
is more likely to occur when (1) individuals set seve- al small goals 
rather than fewer large goals; (2) when th«y have the opportunity 
to obaeive others perform the behavior, (3) when they are given 
repeated opportunities to practice the new behavior, and (4X when 
are given feedback on their performance. These are the sort 
of bdiavior change principles that we try to build into a printed 
boddet, a adf-help kit, a health promotion class, and other health 
promotion activities. 

Oui' evaluation efforts during the formative phase take on a 
more qualitative nature - we use focus groups, and personal in- 
terviews as tools for learning about our audience and testing our 
concept and design. At this point, our Community organization 
wont is very closely connected to our evaluation work. We work 
with board membera to gain access to potential target audiences 
so that we can learn about them and test their responses to our 
inttgram and product ideas. Recently, for exanqile, we wanted to 
develop a physician education program and through our board 
members we were able to meet with the Medical Society to get 
their feedback on our idea. We discussed what kind of informa- 
tion they want, what format they want it in, how much they want, 
and so forth. A lot of convenience issues and logistical issues about 
reaching physicians became apparent as a result of this effort 
Similarly, over the last few months we have been meeting with 
pharmadsts in the community to discuss an idea that involves 
the sale of health promotion materials by pharmacists. 

Our community organization work is also guided by social 
marketing concepts. We examine other agencies and organiza- 
tions to find out whether they have or are planning to <^er similar 
health promotion activities. Almost always, we will not compete 
with those groups by designing a 'digger and better" program, 
but will instead try to collaborate with them to improve the 
quality of their program. We take this approach to avoid gener- 
ating any resentment by these i^ups, to stick with our commit- 
Hient to work within the community system, and to take advan- 
tage of the opportunity to reinforoe what is already an inatitu- 
tionaUzed program. 

By the end of the formative phase, we have acquired a detailed 
understanding of who our target group is and we have used that 
underatending to specify what we want to do as well as when, 
where, and how we want to do it. 



»^*SE III 

I we enter the production phase, our job is to translate our 
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program olgectives into product design. The product to be debigned 
may be a course curriculum, booklet, screening protocol, role-play 
vignette, television spot, radio program, menu label, and so on. 
Our job is to decide on the characterisitcs of these inroducts, in- 
cluding their content, length, tone, color, size, shape, and texture. 

The production phase involves and interesting blend of tech- 
nical skills, creativity and aj^lied social science. The process 
usually b^ns with the social science and community organiza- 
tion staff conveying the im^ram goals and objectives to the 
writers, designers and/or broadcast media producers. We meet 
many times — until the health promotion message is clear and 
thm is general agreemmt on product characteristics. Frcon there, 
the people who actually do the writing and design work pass suc- 
cessive drafts of their work by the technical staff, who keep cost 
and production time in check; by the social science staff, who 
evaluate how well the work incorporates behavior change prin- 
ciples such as the four Social Learning principles mentioned 
previously, and by the medical staff, who verify the accural of 
any healUi and medical information. 

Eventually, we have a product we can pretest. Through focus 
groups, interviews and surveys, we pretest for readability, com- 
prehension, interpretation and reaction. We than make modifica- 
tions as necessary until we have a prototype. For some products 
we conduct a field test. Usually this is done for products like cur- 
ricula or courses, where successful implementation involves more 
than simple distribution, but instead involves correct use of the 
product by members of the commimity (e.g., teachers, plqrsicians). 

For the actual mass production of products we do contract with 
outside vendors. The challenge at tUs point is of course getting 
everything finished on time. One of the least generalizable aspects 
of the Five City Project is the production qucdity of our materials. 
By production quality Fm referring to factors like the weight of 
the paper, whether its gloss paper or not, the number of colors 
of ii^ used, and so forth. The cost associated with h'^h produc- 
tion quality is substantial and most communities cannot afford 
to pay what we pay for health promotion materials. We are work- 
ing to modify them so that they can be rejnrodu^ at a lower cost. 
Some members of our production staff feel that this will reduce 
the effectiveness of the materials. For example, one of the pro- 
duction decisions that was made for part of a cholesterol lowei - 
ing self-help kit called ''Eat Right'' was to color code various sec- 
tions so that people could more easily pace themselves through 
the program. If you pull the colors to save money, it may reduce 
O ^e likelihood that people will complete the program. 
ERXC Conmiunity organization does not play a megor role during 
H™^-oduction, altiiough we do rely on pur community coordinator 
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to arrange pretests and field tests. Because implementation is just 
around the comer> our oonununity organization efforts during 
Phase in involve keeping the board and other community groups 
inf<»rnied of our progiess, recruiting volunteers, scheduling train- 
ing sessions, soliciting free air time fnm media stations, writing 
imss releases, getting co-sponsors, and so ftnrth. In brirf, we rely 
mainly on the community staff to b^mdle the logistics of program 
implementation. 

PHASE IV 

Implementation is clearly the most practical phase of the 
inrocess. With the oommimity's help we oooi^tinate prqject elements 
like training sessions, materials distribution and foUowup. In 
many rejects, this is l^e community organization phase because 
all activities occur in the community uncfer the siqiervision of com- 
munity members. 

The implementation phase also has a strong evaluation com- 
ponent. As much as possible we conduct process and outcome 
evaluation. Our process evaluation is intended to document the 
occurrence of program activities and to monitor program events. 
If things don't proceed according to plan, we're likely to learn 
about the problems and so have the chance to make changes 
because of the process evaluation. 

Because the Five City Project is also a research prqject, the 
same instruments that help us identify program needs also 
evaluate program impact. With each repeated measurement, the 
research surveys indicate whether the commimity is essentially 
less in need relative to its standing on the previous set of 
measurements. 

The length of time it takes to run through the entire plan- 
ning and in(q>lementation process of course varies from project to 
project, but a typical run for the Five City Project would be about 
nine months, with six months of planning and three months of 
implementation. 



Summiry 

When one considers the ecological framework of the Five City 
Prqject, it is apparent that the prqject has a complex structure 
And when one considers the planning and implementation tasks 
just described, with its underlying emphasis on theory, evalua- 
f inn And community organization, it is apparent that the prqject 
F R I W)mplex intervention processes. It is the attempt of the 



JACKSON 



Five City Project to match its program efforts to the complexity 
of the problem that may be its migor contribution to the health 
promotion efforts of other communities. I think it is important 
that during our planning efforts at this conference, we not shy 
away from this degree of complexity when thinking of new op- 
tions for maternal/child health programs. 

Question: With regard to the sample materials that we saw, 
it seems as if each is specifically developed for the community 
that youll be using them in or can some of them be used in other 
settings as well? 

{Jadtmni We now sell materials through the Health Promo- 
tion Resource Center. They have what th^ call a distribution 
dearin^iouse and what th^y are doing is takhig a number of 
materials like Eat Right, a cookbook, the Nutrition Kit, and so 
fcaeth^ and repackaging them for mass distribution. Sometimes we 
sell a phenomenal amount; a state may call and want to buy 
100,000 of something; other sales are fw 2 or 3 pieces. Because 
we're a reeearah center and a non-profit (organization, dealing with 
oqiyright issues and distribution and sales issues is a new ex- 
perience for us. Quality control and protection of cq;qaight are 
challenging. We are accountable to the Office of Technology and 
License within the University and learning all the rules has been 
difficult, but we're working on it. 

(ChamberUrii One ofthe ways to in4>lement this in local com- 
munities from a state dSiw would be to get the local community 
to form a board and them provide them with technical assistance 
in tiie form of a person with social marketing and community 
development skills. Does Uiat make sense? And, ff so, where do 
you find these kind of people? 

(Jodkson) Yes, it makes good sense. But when you ask where 
to find these kind of people, you're touching on one of the dilem- 
mas that we're dealing witli now, namely, as our funding ends, 
how is tiie community going to keep the program going? Are there 
individuals in the community who know enough to carry on the 
set of health promotion activities that we started? Training is one 
part of the answer. We bring people firom the community to ihe 
center to attend workshops on, for example, oonununity organiza- 
tion or nutrition education. Another part of our training effort 
is Uie production of manuals and videos. We also give prei^nta- 
tions at board meetings to educate board members about the con- 
cepts like primary prevention and health education. We really 
are turning to people in the community and trying to train 
id dver is interested. 
11^ ^tAQChamherlifii The problem is that we don't have those kind 
i^KsaBjsouroes here. All we can do is find somebody that at least 
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has some of those skills to go in and work with the community 
to help them decide what their priorities are and implement 
programs. 

Uacksord I think it is a blend of skills that few people have 
acquired, which is why you either need multi-disciplinary groups 
«• someone who's willing to learn new skills along the way. Social 
marketing applied to public health is a fairly new concept. 

(AUHino) If you were a state agency for example and wanted 
to develop this in a conununity, do you do a community needs 
assessment or would you put out an RFP and say we have funds 
and resources available if you need them. 

iJackaoni Both approaches have been tried by the Center. The 
Health Promotion Resource Center is using the RFP approach. 
Although the funds are administered by the Kaiser Family Foun- 
dation, the HPRC staff are responsible for assisting communities 
in taking advantege of the available funds and resources; they 
provide technical assistance from the proposal writing stage on- 
ward. In fact, the mqjor function of the HPRC is to assist com- 
munities in initiating and maintaining health promotion pro- 
grams. It seems to be the case that not edl communities have the 
necessary blend of skills and so the HPRC provides funds plus 
daily or weekly contact with the eleven funded communities. The 
community staff call with qpiestions like "How do I design a ques- 
tionnaire" or "What stop smoking programs m-e available?". The 
HPRC staff spend considerable dme on the phone; in addition, 
the community staff visit the Center on a quarterly basis. Repre- 
sentatives from all of the funded communities were at the Center 
in October, for example, to learn about community organization. 
It's this training and support ^stem that backs up the RFP 
process. 

(Chamberlin) Ideally, the Stete Health and Human Service 
Agenqr ought to be the resource center. They ought to have a cou- 
ple of people on the stete level that could work with local com- 
munities. 

iJcuAson) Yes. The Associate Director of the Center and maiqr 
others within the Center believe that the existing health agen- 
cies ought to play a strong role in health promotion planning and 
support. The question is how to change the i^stem to integrate 
this new set of responsibilities within the state mandate. 

(Wieid Could there be a blend ofstate and university? Because 
in Maine there's a university medical center so that if we wanted 
help with the production of audio visuals or certain kinds of pro- 
motional materials there are resource people within the univer- 
rnVV <»n help provide the technical assistance and some of 
ti^tual person power to get it accomplished. In that way the 
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state and university co^ild work to provide the necessary resouroes. 

{Manoffi The resources that you need are around you. Here 
in your University there are qualitative research people and it 
wouldn't surprise me if somewhere outside there isn't already a 
profit making cnrganization, doing research projects. And if it isn't 
here in Hanover, which it probably isn't, it's not too far away. 
Then you have your university film peqple and if you don't have 
it there, you'll fbid in a nearby community some advertising agen- 
da with people who have the dulls to turn out the materials you 
need and most of them are ready to do this pro-bono because it's 
like the advertising council which works on these campaigns free 
of charge nationally. There are now local agencies tliat love to 
do this work because it stimulates their people and it also satisfies 
their souls, they get a chance to do some good. So if you just reach 
out and identify what you need in the way of resources, you can 
find out where they are. 

{Jackson) That'sagoodpoint. When you ask the busy men- 
bers of our board why they're involved, they say: ^^We're here 
because we like to feel like we're doing something good for the 
community." 

{Baued One of the things that occurs to me is that in our three 
states, this sort of expertise is being applied, in the area of tourism 
promotion and in tiding to get business to come to the state. I 
assume that there is a research and technical infi'astructure to 
support and perhaps there is some way to tap into that. 

IWeW Ithinkit's very practical to tie into that because what 
they want to promote is the state with a good environment, with 
a good place for businesses to come. They want to be able to say 
these are healthy communities to live in so I think tapping into 
that resource is very practical. 

{Manofjft The only problem you're going to have is you have 
to put something into it. You have to get to understand the 
dynamics of social marketing and it behooves you not to think 
in terms of what commercial marketers do with the same 
re^oiuxes. The local advertising agency you may engage is trained 
on a different basis. They work with different problems. They're 
working with products that are essentially parity products. The 
function of advertising is competitive. It's to switch people from 
brand A to brand B when there is very little difference between 
the two products. Therefore, they resort to imagery, you know, 
sex and dancing wamen and beach balls on the beach and people 
diving into pools. They hope that there will be a positive associa- 
tive engagement and it works. Now having been weaned on that 
y ction qualitatively such people are not really tempermentally 
cKJ C ntellectually equipped to work on the problems uat we have 
™^d eal with in the work of health promotion where you're deal- 
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ing with substantive issues and substantive information and 
material that makes a critical difference if you don't get it across. 
Now that's where your engagement in the work is so important, 
iwt to stifle the kind of creative work that these very talented 
people bring to bear on your own message, not to stifle that, but 
just to be sure that th^ stay within the strategies, that th^ 
go flipping off and giving you a vary funny idea that has nothing 
to do with the problem you're dealhig wiUi. You know they give 
you beautiful solutions to problems that don't exist and you don't 
need that So you have a req;>onsibility in learning how to work 
with such people. But you know it need not be fri^tening because 
the way to b^n is to begin and the only way you're going to get 
gpod at it is to begin to do it. You're going to be a lot better &e first 
time you do it, than you will without doing it. The second time, 
you'll be even better, end about the tenth time you're not going 
to have to invite people like me and Christine to this meeting. 
Then you'll come to our meetings and tell us what you've been 
doing. That's what happens. The people working in Stanforf, most 
of them had no previous experience. Am I right? 

(JackBOfii We all know one or two disciplines well, but basic- 
ally you're right. A key point is that we learn from one another, 
especially because of our multi-disciplinary nature. Tve learned 
a lot about heart disease and the physicians now sound like 
pqrchologiste. There's a real mixing, but it takes a lot of exposure 
to one another and a lot of learaing across disdplines 80 that when 
you work with someone who is a producer or designer you under- 
stand their language enough to know what they're talking about 
and enough to be able to feed into their ideas the sort of checks 
that you need from a theoretical point of view. 

I'd like to show you one other prqject that we*re working on. 
The idea came from the fact that the conmiunities were gearing 
up to do cholesterol screening and the TV stetions thought it was 
a great public relations tool and were going to give it a lot of air 
time. We thought there would be an important need for patient 
education and foUowup as part of the screening program. We went 
to the medical society and asked how prepared they were to re- 
spond to the referrals generated by a conmiunity based screen- 
ing effort. They said they would need some help with patient 
education because they really don't know how to do it well since 
it's not what they've been trained to do, nor is it what they've 
got time to do. We then went back to the many sponsoring 
organizations and over a series of meetings decided that the best 
way to handle patient education was to encourage physicians to 
•*^*My refer patiente to the various cholesterol lowering educa- 
ERXC ^™^® in various places throughout the com- 
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munity . We listed these resources on a prescription pad The physi- 
cian was asked to discuss the different options with the patient; 
to jointly determine whether the patient would benefit most from 
sel^help materials, group classes or face-to-face counseling. Tlie 
physician could then actual^ prescribe on pad tke acBvity desired 
by the patient. This simple prescription pad illustrates several 
aq>ect8 community organization and intervention work. To get 
this pad into use, we needed to: (1) work with physicians through 
the Medical Society, plus recruit 80 physicians to use the pads; 

(2) collaborate with several community agencies, includmg the 
local hospitals, the Heart Association, Uie Red Cross, the TV sta- 
tions, the Chamber of Commerce, the Visiting Nurses Associa- 
tion, a grocery store chain and a pharmaceutical company, and 

(3) determine what educational resources were available and get 
the representative agencies to agree to be on the pad; (4) be cer- 
tain to provide enough options to meet a variety of educational 
needs. Another aspect of tlus prqject ^t^ni^ 

between the educational resources, the prescriptions, the televi- 
sion coverage, and the public screenii^. The television coverage, 
for example sent people to the doctor or to a screening; following 
testing by either their doctor or at a public screening, people were 
routed to educational resources. If they started out with a self- 
help kit, the kit sends them to their doctor or a screening, and 
so forth. There really is a lot of networking, so that one way or 
another people get exposed to the entire program. Hiis prqject 
is an example of pulling together a number of commimity organi- 
zations to achieve a single goal, which iS to get people screened, 
find out whether their cholesterol is tro high and provide foUowup 
educational intervention. 

End of Dr. Jackson's Presentation 
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The Ounce of Prevention Program in Illinois: 
Empowering At Risk Families 
Through Community Baaed Family Support Programs 

Presentation by Katherine Kamiya Rubino 



My role at the Ounce is as associate director for Programming 
Commimity Services and in that role I oversee our direct service 
work with community agencies and our training and technical 
assistance program. I will be able to speak a little bit to the 
research and evaluation qu^tions that I think are pertinent to 
this but not as well as some of my colleagues back at the Ounce. 

The Ounce of Prevention Fund is a public-private partnerriiip 
designed to empower parents in low*income communities through 
the development and implementation of comprehensive family 
support programs. It is based on a philosophy of primary proven- 
tion and it's aimed at preuendn; family dysfunction and reduc- 
ing those problems most strongly correlated to it such as child 
abuse and neglect, teenage pregnanpy and parenting, infant mor- 
tality and morbidity, unemployment and family violence, pro- 
tecfin^healthy coping strategies both within an individual, within 
family units, and within conmiunities; promoting the optimal 
development of children and families and those community ser- 
vices which foster and support families, lliis 3-pronged approach 
underlies all of the work that we do, both in direct services, as 
ah administrative/fiscal agent, and also as a spokesperson for 
children in our state. The Ounce develops community-based pro- 
grams for working, single, and teenage parents, pre-teens at risk 
of early pregnancy and their parents, and stressed low-income 
parents in over 40 communities across Illinois. In cooperation with 
the State and with local community groups, the Ounce develops 
non-deficit strategies which enable families to help themselves 
and to encourage their neighbors and communities to adopt and 
support this type of structured self-help programming. Innovative 
models of service delivery include sdiool-based medical clinics, 
a child sexual abuse prevention program, a developmental screen- 
ing program, a family support program located in a factory, and 
a network of community-based teen parent programs around the 
state. In addition, the Ounce conducts ongoing evaluation and 
research as well as a large training and support program to 
^^ance our program development and to evaluate the effective- 
J \r of our service. 
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The discussion today will focus on four levels of activity. The 
first will examine the state's role in setting the stage for innova- 
tive local programming and the process of identifying local pro* 
vidws* I wiU talk about the qrstem within whicb we do ow 
and the structural things that h^i^ned in our state that allowed 
this to h^ipen because I think tbqr will liqr good ground work 
for some of the discusrion that you want to have in terms of look- 
ing at statewide initiativee. The second will focus on Uie philoso- 
phy and inrogramming strat^es that we have used with indi- 
viduals and fiunilies, raiphai^ng the use detrained peers and 
community panqnrofessionals* The third will focus on the chal- 
lenges of conducting research and evalui^ion with pio^^ 
at empowerment And, finally, I will talk a little about how we 
are wganised as an administrative entity. 

Tlie stage was set in Illinois for a new role in state and public 
philanthropy. Several movements came together in some ways 
quite coi nd^tally but in other ways by some sense of plan that 
really combined social and political forces . These sectors are well 
reprasented by our two founding partners, Irving Han^ 
man of the Charitable Foundation of the Pittway Cknrporation, 
which is a multiproduct manufacturing conqmny, and Ghregory 
Coler, then the director of the Illinois Dept. of Children ft FamU^ 
S^ces (DCFS), which is Illinois' state child welfare agency. 
Illinois, unlike most other states, does not have a human services 
department It has separate state agencies that deal with welfare 
and public aid, health and child welfare. These two men were 
brought together through a private request for grant support for 
a local family support program. What they found was that they 
both really shared a similar perspective on child welfare sern 
even though they were coming from very different places. Both 
recognised the need to develc^ new models of in*evention services 
and the (^rtunity to test Uieir ideas. A partnership wo^ 
the risk of an innovative venture in whidh control of service 
delivery would reside in community based organizations rather 
than a govenunent agency. With the challenge to match public 
money with private fimding, the Ounce of Prevention Fund was 
created with equal contributions of $400,000. We were designed 
to look at innovative prevention strategies on a larger than single 



stp.te policy as related to preventive childrens services. We started 
with that kernel of 800,000 dollars in 1982. We are now about 
an 8 million dollar initiative. 

State ftmding mechanisms were modified to reflect the ex- 

nerimental nature (tf the initiative. Plans were made for a three 

w> 
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reviews and the availability of fimds. Funds were made available 
on a grant basis vwsus a fee for service reimbursement system. 
Guided by a statewide planning committee, we develq^ two re- 
quests for proposals, one fw six service demonstration sites and 
one for an evaluation team. Six sites were selected in 1982 from 
a pod of 112 aK>licants in a highly conqtetitive review process. 
Sites were all located in communities of high risk but titiey were 
varied Iqr the type of oommmiity, both urban and rural; the 
population, boih teenage and older parents, the cultural ethnic 
bMkground of the grmip swved, white, black, and hispanics; and 
the IgnpeofagttM^ base, b^ 

service providen, mental health providere, and family support 
agencies. Illinois is a very unusual state and interesting for its 
variety. It is draiinated by Chicago near the tcqs of th^ 
about 60% of the population resides. The other 60% of the popula- 
tion is spread across the state. We have one veiy large metro- 
politan area and small towns, farming commv Mties, and small 
cities. We have white, black, hispanic, and Arian pqmlations. We 
have veiy wealthy populations and we have veiy poor populations. 
We have a wide variety of dififerent settings which has provided 
a tremendous challenge to our researdi effort but a considerably 
richer pool of progrsm information. An evaluation team was also 
selected in 1982 representing and combining the strengths of two 
univwsities, Northwestern University Center, ftr Health Sdenoes 
and I^lii7 Research and the Univerrity of Illinois, Schod 
Health. A 3-year evaluation was designed to study the effective- 
ness of service, the effect on individual participants, the develop- 
ment of programs, and the effect on target communities. 

In 1983, something happened in Illmois that really changed 
the complexion of social services in the state and the scope and 
magnitude of the work we did. A msocnr new initiative was created 
which reflected the combined influence of a greup of concwned 
women legislaton, service providers, the opportunity of special 
federal f^ds, and the early Indicatore of success from the Chxoce 
of Prevention Fund's first year of operation. Governor James 
Thcm^Mon created a statewide initiative to deter teenage pregnan- 
cy and the negative consequences associated with adolescent child 
bearing and parenting. Entitled the Parents '^oo Soon Initiative 
(PTSX it brought together 10 state agencies of government. It was 
funded by the Congressional Emergency Jobs Bill legislation and 
designated 12 million dollare fiur direct service and coordination 
of public and private services. Governed by Uie human services 
subcabinet it divided fUnds among three primary agencies: the 
^ O of Public Health which acts as the lead agenqr for the 
E^JC ive, the Dept. of Public Aid, and the Dept of Children & 
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Family Services. In Illinois there are about 24,000 births to 
teenagers every year from a total of about 180.000 births overall 

in the state. ... . j 

Based on our early success with the six service demonstra- 
tion programs, the Ounce was able to successftilly bid on a wn- 
tract to administer and implement the DCFS portion ofthe 
Parents Tw Soon Initiative. In December of 1983, we awarded 
additional granto to prqjecte that were targeted specifically at 
adoleecent parents. Service demonstration programs that were 
started the priw year also participate in this initiative. So, while 
we remain a separate organisation, we are about % of the service 
network of this larger state program. ^. u 

llie PIS as an initiative has continued and grown even thoutfi 

federal dollars have diminished. We have r^laced one time fiinds 
with ongoing maternal and child health and social services blo^ 
grant money as well as stete general revenues. This y^v the 
DCFS/Ounce appropriation was reduced by 2 million dollars 
becawse of a decline in the federal fimds. Illinois was in a massive 
fiAi for a tax increase which it did not get As a consequence, 
the stete legislature voted to approve budgete of all state s^n- 
, 'es at prior year levels. This effectively reduced our effort in 
taients Too Soon by 60%. Uterally, at the 11th hour, a special bi- 
partisan congressional group put together a fimding package for 
thoee services in a climate of tremendous austerity. We were veiy 

pleased at that level of support. I think this was really a test year 
fer Parento Too Soon and the fact that we were able to mobUiie 
bi-partisan support in the face of a highly organised oppodtion 
from the poUiical right is a testament to the fact that we have 
worked very hard at the community and state level to develop 
abroadbase of support, notonly for these particular services but 
for pi-evention services in general. Th« current Pareiits Too Soon 
budget is 16 mUlion dollars which represents a modest growth 
smoe ito 1983 start. In addition to the Human Services Subcabinet, 
a Parento Too Soon Interagency Task Force composed uf represen- 
tatives of the 10 state agencies that serve adolescents meets on 
a bi-monthly basis to coordinate activities and to identify problem 
areas. Parents Too Soon activities are coordinated by a staff of 
10 members who are housed in the various state agencies that 
participate in the initiative. 

(Albano) Do you have an adolescent health office in the divi- 
sion public health? , , ... 

(Rubino) No. Next what I'd like to talk about is some of the 
tf-Tventive progs-am strategies that we have utilised, both in our 
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Ounce currently administers 37 community based family suj^Hnt 
programs in Illinois as a part of our Parents Too Soon effort We 
serve about 4,000 families in voluntary programs that are open 
to all eligible participants in the targeted communities. Our pro- 
grams are divided into five service components that are fairly 
broadly defined* 

The first is Parent Group ^^irvicea designed to provide child 
develoinnent, child health iitfwmation, and emotional siq^xnt to 
jroung parents using a peer 8iqq>ort model. 
use the Melds Young Moms model (MYM) that was devel<^ in 
Minnesota. GroiqM of 8 to 12 new mothers meet weekly for one 
to two hours. Groups are designed to last for two years and begin 
as early as possible, some prenatally and some at the time of birth 
and continue to the time the children are about 2-2% years of age. 
Groups are facilitated by two carefully selected and trained com- 
munity women, many of whom have been teenage mothers 
themselves and have successful^ negotiated the early years of 
their childrens lives. These volunteers are supervised a site 
professional who has been trained either by Meld in lifinnesota 
or by a member of our staff who is now certified in that model 
of parent services. The groups include presentations, discussion, 
and modeling of behavior. The agendas for those meetings are 
set both by community facilitators and by the group members. 
Then is an extensive curriculum and support system for both the 
fiKiUtators aixi the young moms but there's a ccmsiderabte amount 
of flexibility about how it is implemented. While you have the 
support of a structure, you do not have the lunitation of prescribed 
lessons on a schedule. This balance of structure and flexibility 
has been an inqxxrtant factor in serving teenagers. Child care ser- 
vices, a balanrad meal or a light snack, and transportation are 
usually imvided as support services. We do have a number of pro- 
grams that operate in schools and in that setting some of those 
support services are not necessary because the participants are 
already there. Most of our groups are located in community loca- 
tions, however, and those support services are quite important 
in keeping participation levels high. The program is assisted by 
a immunity advisory board with representatives of business, 
religion, education, medicine, social service, and the general com- 
munity. This is a way of ensuring ongoing community input and 
feedback, a recruitment strategy for participants, and a median- 
ism for community involvement and support. Many of our pro- 
grams get their meal oervice donated by local church groups or 
by local community groups, transpenrtation services are often pro- 
vided as a fimction of some kind of voluntary effort that is eiUier 
^ fic to our program or is part of a lar^ volunteer effort W^ 
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we do pey for certain certification, training, and other program 
BiqqiKxrt services, the cost of operating the program is genwally 
fak*]y nominal. 

Home viaiting is the second component that we fund. It is 
designed q>ecifically to reduce the isolation of pr^^nant and 
parenting wcHsen, to link &milies with community resources, and 
to i»rovi& home based infonnation and siq>port services. Home 
visitors icmie frmn a variety of backgrounds with difiB^^ 
of fermsl education. They range from Master's level in sod^ 
to community para professional women who have never worked 
befon^ outside oftheir homes. While they ^ range widely in tern^ 
of {urofessional and educational eiqierience, they are veiy similar 
in terms of their f nmitment to swving communities, their 
kxmwledge of comm. ty resources, and their caring quality about 
the way th^ do their work. The intensity of home visiting varies 
widely depending on the local community agen^. Community 
demographics and other available services dictate in large part 
how it is used. In a rural community, which is the large part of 
our state, home visiting may be the primary service that is fbnM 
through a program bsMuse to get peq>le physically together for 
a parenting group, would reqidre abcmt a half a day ci driving 
around a multi-county area target community. Home visiting 
really pli^ a very different role in this setting than it may in 
an inner city community where it is a primary outreach strategy 
and/or crisis intervention mode but where most services are pro- 
vided in a central facility like a drqp-in center. One thing that 
is common in all the home viriting programs is the caring nature 
of the relationship between the home visitor and participant. I 
recently participated in a conference on youth empl<qrment in- 
itiatives for young pregnant and parenting women. And one ci 
the common themes that many of Uie youth delegates at this con- 
ference talked about was the family-like quality of their involve- 
ment with programs. This program character was very different 
tlum other youth employment initiatives many had been enrolled 
in previously. Programs strengthen existing family systems and 
sometimes fill a vacuum in young people's lives of a family-like 
quality of expectations, support, cieuring, and nudging to move 
forward. 

The third conq)onent of our swvices is developmental childrena 
aervicee. It has two parts. The first, is a pool of money to provide 
high quality, consistent and stable care for infants imd toddlers 
in order for their parents to return to school , to participate in OED 
programs or to allow them to participate in job training txt enqiloy- 
ment initiatives. Our fbnds provide a very limited nui^ber of child 
slots, both on-site and in community locations. Day care has 



ERIC 




proved to be a critical sendee but one that has been very, very 
difficult to manage. Day care is divided among kiovwal state agen- 
cies in Illinois. To make maximum use of our child care ftinds, 
we attenqit to place children in oth«r government 8ubsidi29ed ^ 
care programs. We have been successful in placing a number <tf 
young families into child care eithw with our funding support 
or throu^ our hndierage of existing resources. We have not been 
suoMBftil in encouraging the eq»nsion of the nuniber 
day care slots in the state. This is an arm that needs considmbly 
greater focus than we have been able to provide. The second part 
rfour children services aro program activities that aro directed 
specifically at young children or parents and young children such 
as partptime playgroiQ>s, mother-child interaction groiq)s, recrea- 
tion groiqw for parents and young children, 
activities. 

Our fourth category of services is called Other Family Sifp- 
port Services and it really is a catch all categoiy that reflects 
special program or commur ity needs or gaps in ser/ice that are 
not otherwise funded. Th^ range widely from medical swices 
in one location to recreational and other social services in amyther. 

Our last category is primary prevention services designed to 
prevent initial pregnancy. Very soon after we began our work with 
pregnant and parenting adoiescents, our service providera, ad- 
vocates and detractore in the conununity began raising concerns 
that one unintended consequence of our programs was niAlring 
teenage pregnancy quite iq|>pealir v^. We were mobilizing tremen- 
dous program ^orts and resources to pregnant adolescents. We 
needed to look carefully at what message was being heard by 
communities. We gave considerable thought on a philosophical 
and q)erational level to what we were doing and why. We were 
quite clear in our message that the teenage yeara are not the op- 
timal time for most people to start a family. However, if a deci- 
sion to become a parent has been made, we wanted to toy to help 
individuals become the very best parent that they can. In our 
second year of operating the Parents Too Soon initiative, we 
developed a special category of ftmded services in primary preven- 
tion. Iliese fall into three categories. The firet, are programs that 
are directed at youth: family life education classes, peer educa- 
tion programs, and the use of audio-visual or bowd games that 
help young people understand the consequences <tf Iheir sexual 
decisions and the responsibilities of parenting. The second, is the 
training for adults who work with youth, like hay scout leaders, 
girl scout leadere, religious group leaders, and otiier people who 
have direct contact with young people using materials that have 
f P Q devel<^ied in-house like tlw OcUqius Pt^pram and c/&m kinds 
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of products that are designed for trainers of trainers. The third 
anproaohisi broad ba$edcommunify education, in terms of look- 
ing at inevention of teenage pregnane as one a number of con- 
sequences of risk taking behaviors. 

bi addition to the im^grams that we administer under Parents 
Too Soon» we have a number of other servic ? initiatives. The 
Uy and Community iVtyedis a factmry based support program. 
It senses about 200 assembly line winkers at the BRK Electnmics 
Factory ftt>m primarily Puerto Rican and Mexican backgrounds. 
The program has included parenting groi^M, lunch-time speakers, 
mglish as a second language, a kt(^-kqr program, a summer da^ 
camp program, crisis intervention counselling, and advocacy. 
Federal ftuiding for this prc^ was shin^ 
that the factory has agreed to continue the prqject in a slightly 
scaled dv wn version. They did find it quite helpfol in terms of 
employee ^tisfaction, reduced iJi)senteei8m related to family 
crises, and % sense of commitment firom the factory to serving 
families. 

Toward Teen Health is the name of our school based medical 
clinic program that we operate in three inner city high schools 
in Chicago. We have gotten, unfortunately, the most pildilidty for 
this part of our work distinguishing ourselves from the other 
school based medical clinics. The Illinois state legislature passed 
a bill at the end of the summer l^islative session restricting state 
monies ttom any school based medical clinic that provided family 
planning. The governor did veto that legidation so for this legis- 
lative session that threat has passed but we expect that it will 
come back again soon. Tlie strong^ voice of siqq^ 
came from the community advisory groups that are formed 
in coiqunction with the clinics. It is the first time ever that some 
of the legislators have reported getting more mail from community 
groups as opposed to the Right to Life groups in Illinois which 
are very, very well organized. Communities did take a very ac- 
tive role in speaking up for their right to vote for and establish 
these clixics. The clinics do provide comprehensive medical ser- 
vices a fact that is often lost in all the publicity. Fcr example, 
the first headline that came out about the clinics was 'The Pill 
Goes to School." Eighty to 85% of the medical services that are 
provided at the clinic are unrelated to family plaiming. I think 
this statistic qieaks clearly to some of the larger adolescent health 
issues that were raised in presentations earlier this morning. We 
are finding a large number of chronic iUnesses that have not been 
previously diagnosed. Youth in high school, at 16, 16, who are 
l^ally blind and who do not have glasses, youth with veiy senous 

rnYr> * defects, diabetes, and other forms of cardiac risk. 

tl\LC 
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Young men and women are about equal risers. The three 
clinics have started over a three year period of time and ao we 
do not have very complete information on the most recent two. 
One clinic is just q[)ening now. In the oldest clinic, that has been 
open^ing about 2% years, there is an eqpial mix of students. We 
have abwt 90% of Uie students in the school registered for the 
dinic. AU of the services tiiat are provided at the clinic do not re- 
quire parental consent. Title X family planning services do not 
require parental consent. Even with parent consent some pmons 
are concerned that the schools are the physical location fw these 
services which they feel are not the business of sdiools at all. 

We are also a Hracbtart grantee, serving about 700 children 
every year in and around the Chicago area, lliree of our p^ 
are directly affiliated with Parents Too Soon sites. Headstart was 
a way to extend services to at risk families so tiiat children could 
be served firom the prenatal period through entrance into school. 
Our fourth site is one in Will County whidh is the county adjoin- 
ing Chicago. We have a very large Headstart program ^ere and 
are hoping to many it to a pool of Parents Too Soon mon^ that 
we hope ^^11 be available next year. 

The Csnter for Successful Child Development {CSCD) is our 
newest pilot program and is an early intervention program for 
families with young children in six buildings of the Robert Taylor 
Homes Prqject. Robert Taylor Homes is the largest housing proj- 
ect in the United States. It has 28, 16-story buildings. We are go- 
ing to be working in six of those buildings providing comprehen- 
sive services to families with children bom after the middle 
this year, hoping that in five years those children will present 
themselves to the Beethoven Elementary School as a well prepared 
cohort entering kindergarten. It is obviously a long-term, expen- 
sive inrqject that is just getting underway now. Chicago is involved 
in a m^jor disagreement with the federal government about who 
is going to control the housing authority. Charges that it has 
mismanaged have prompted the federal government to take the 
unusual step of taking back control of it. We seem at this time 
to have local control for the immediate term. Since the CSCD site 
will be located in the housing prqject, the fighting bade and forth 
between the feds and local authorities has slowed down its pro- 
gress but should be opened by the end of tMs month. 

The Developmental Program is designed to teach community 
lay workers to conduct a screening program for young cMldren 
served in our Parents Too Soon pn^pram and to identify poten- 
tial handicapping or disabling conditions which need furUier 
^f-iessment by cUld development inrofessionals. We use two in- 
uments in the pilot. The Denver Develq[>mental Screening Test 
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looks at standardized measures of developmental milestones and 
Phrent-Infant Observation Guides which we have develq^ in- 
ternally that lodi at the more subtle interactional characteristics 
between children and their caregivers. 

The TemageSmgkPicamting Initiate 
progmm whid^ involves six of our Parents Too Soon sites. It has 
{\mding from the Illinois State Board of Education under the Carl 
Perldns Vocational Act It is looking at both on^dte and brokered 
mocble of servicee for single teenage mothers and getting them 
from d^ndenoe on public assistance into education and employ- 
ment that will lead toward a path for economic independence. 

H€art4thHeart is a child sexual abuse prevention program 
which we have developed in reqionse to the fact that many df the 
adolescent mothers in our Pburents Too Soon program report 
they had had prior esqperiences of sexual abuse . We felt that their 
children were at considerable risk of abuse, not on^ because 
their mother's eiperience but also because many of our mothers 
are single and they have a number different men that move 
in and out of their lives. The overall goal cf Heart-to-Heart was 
to strengthen the addeecent parent's idbilily to protect themselves 
and thefr children against abuse. The program offers 10 two-hour 
units ovw a 10-week period and it is emb^ded in our established 
parenting groups. It is lead by a formor teen mother and a com- 
munity woman who have either had an abusive eq)erienoe in their 
own life or who are familiar with someone who has had tiiat kind 
of experience. components included a journal, a group prcg- 
ect, a community advisory group, and a rrferral and treatment 
support system. As a part this prcgect we conducted a survey 
of the adolescent mothers in our programs around the state. In 
a sample of about 446 mothers, we were surprised to learn that 
over 60% of the mothers reported that they have had some kind 
of abusive experience in their own past. It also highlighted the 
fact that young men and young women come to relation^ps with 
each other with veiy different expectations. Many df the ex- 
periences that were described were in the context of what would 
otherwise be called a dating relationship, some would be legally 
ddined as child sexual abuse, and others would be more in the 
category of date rape. It made dear the idea of telling adolescents 
just to say 'no' to sex is quite naive. Details of the survey are 
described in a pamphlet on sexual abuse available from the Ounce 
of Prevention. 

In addition to the programs that we offer, we also have a train- 
ing and tedmical assistance component to our wwk. It is an im- 
portant way of sharing knowledge among the service providers 
Y^ ' network, linking people to the knowledge that is being 
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generated in meetingB like this, as well as an essential compo- 
nent of service delivery when using community paraprofessionals* 
Training is provided both on an agenq^, regioiud, and statewide 
basis to our grantees and to other involved community agencies. 
We use both our own staff and outside consultants to conduct ses- 
sions, A magazine is part of our training resources as well as part 
of our community educational and public relations resources. It 
is a way of sharing some of the information generated within our 
sites across a broader spectrum of peqple. We have sev^al other 
resource materials that we have produced: 

Deq> Bhte Funk and Other Stories is a book of 15 vignettes 
about black teenage parents who talk about their own lives and 
what it's like to be an adolescent parent 

Choice IS the Mating Oame is a one-hour video tape that is 
done in the format of a fantaqr game show. Two adolescents go 
through some questions and decisions that they will need to make 
about their own emerging sexuality. 

OCTOPUS an acronym for C^n Conmiunication for Teens 
and Parents UnderstaniUng Sexuality is a church based program 
for getting youth ministers involved in sexuality education. 

Home Visiting SB a Prevention Strategy in Family Support 
is an introduction to the topic of home visiting and a guide for 
setting up a home visiting pn^ram. 

Salute to Tee/Mis the name of a booklet and program that is 
a community education campaign that focuses on the positive in- 
volvement of teens in a community. 

The third domain of our work is research and evcUuation. The 
tremendous flexibility in program development which we have 
encouraged has created quite an evaluation nightmare, have 
learned quite a lot from the research that has been done so far 
and we are at a point now to refine our research questions and 
look more carefully at how and what we do. Our research activities 
are an integral part of our effort and reflects different com- 
mitments in the research area. 

One level, is documenting commimity needs and concerns. The 
survey we conducted regarding the prevalence of sexual abuse 
is a good example. A second level, is program accountability. As 
funding for conununity based programs becomes more difficult 
to obtain, there is an increased demand for empirical evidence 
that services Are effective. The Ounce has a participant tracking 
system that serves the data needs of government funders, legis- 
lators, our program and research staff, and the local sites. Th . 
tracking system is a provider driven evaluation system which col- 
ics demc^aphic and epidemiologic data on participants at in- 
ij^^ ), 3 months, 12 months, and 6 month intervals thereafter. Ser- 
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vice utilization data is also collected on a monthly basis. We 
believe that were in the process of creating the largest data base 
on adolescent parents around the country. We have over 6,000 
adolescent families enrolled in that system already. While there 
are many problems with our tracking system, we are beginning 
to look at some interesting cmrelations and indicators of positive 
impact as a wi^ to design some outcome studies that wUl be mOTe 
(tefinitive. Fif^-eight pwcent of those participants who have 
stayed in programs 12 months or more have graduated from high 
school or are continuing in high school. Twenty-five percent of 
program participants are enq>loyed, either part time or fvll time. 
Seventy-five percent of those participants who were not previous 
users of birth control are now regular users. Three percent of the 
families are considered at high risk of abuse and neglect which 
is a low percentage. 

Another area is applied research in child development. Our 
research department conducts studies that brint; togetiier child 
development and social policy. We have recent^ con4)leted a child 
care study that looked at developmental outcomes of children of 
teenage mothers and different patterns of child care, in a home, 
in a center, and mixes of those different forms of care. Findings 
from this study are being used to inform the design of service 
delivery systems for adolescent parents as well as some emerg- 
ing issues in terms of quality control. 

The last area is really program evaluation and our tracking 
^stem data is beginning to inform more careful^ constructed 
research questions. We have conducted a few pilot studies of small 
programs in our service network. One was called the Peer Power 
Program which was ctesigned to reduce sexual activity among high 
risk middle school females who had older siblings who are ahready 
teen parents. It combined a process evaluation and an outcome 
study which looked at program effectiveness as well as a descrip- 
tion of how the program had evolved over time. 

In order to better understand how the Ounce q)erates, I would 
like to describe our administrative structure and our relationship 
with subcontracting agencies. We do continue as a public^vate 
partnership. Irving Harris has continued as our private partner 
and board president and Gordon Johnson has replaced Gregory 
Color as the director of Department of Children and Family Ser- 
vices, representing the public sector. The partnership has proven 
to be qutte successfid in mobilizii^ resources, implementing a wicte 
variel^ of prevention services and taking risks that would not or- 
dinarily be taken with public sector funds alone, and in the train- 

and research areas. It has also served as a spokes person be- 
D\r^ individual communities and the statewide system as a 
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whole. ApproKini^tely. 85% of our funding comes from public 
sources, as a combination of state, local, and federal money, liie 
15% of private funding has levered quite a bit ^ public mon^, 
starting from an equal basis of 60/60. We are a 601(C^ organiza- 
tion and, therefore, we are governed hy a board of directonr in 
addition to having public and private partners. We have a Na- 
tional Advisory Committee of fnrominent educators, resMrchers, 
and clin i cia n s to help us form our service delivery strategies as 
well as qrstems. Internally, we have an executive director and 
finir operating divisions: planning and develq[>ment, research, pro- 
gram and community services, and fiscal (^>wations. We have an 
administrative staff of about 25 people who are located in two of- * 
fices, one in Chicago and one in Springfield, Illinois which is our 
state capital. We employ about 26 staff who are involved in direct 
services and some of the pilot programs that we directly operate. 
The partnership model is replicated in our relationship witii local 
service sites. Local agencies have a 10% matching flmds require- 
ment that includes both in kind services as well as cadi contribu- 
tions. In addition, we play an equal role as program developers 
and funder/monitors. We wear multiple hats at one time. We are 
actively involved in the delivery and design of services. We have 
a field staff of six peq>le who work with our 37 program sites and 
who are there on a regular basis to look at what is going on, to 
see what is going well, to see what is not going well. We use our 
contracts with sites as a mechanism for gena*ating dbared expec- 
tations, not as a mandate for what needs to be done. If something 
is not working after three months we analsrze it and have a better 
way to do it, then the contract is modified to reflect a revised 
plsji. This form of flexibility is not typical in tiie state ^steni 
overall and reflects our more active involvement with community 
agencies. This has been a unique relationship, not without its ten- 
sions, but one in which we have created some very powerful 
alliances that have been both creative in terms ctf service as well 
as more powerful than as a single voice within the state. We 
operate in multiple domains and on several levels and similarly 
we expect that our sites will do the same. I think one of the dif- 
ferences between prevention services and intervention and treat- 
ment services is that in addition to seeing outcomes on an in- 
dividual level, you also want to see a ripple effect in the larger 
context of the famify and conununity and wiliiin our legislative 
and child welfare litems. As we measure our effects in preven- 
tion, we need to remember a three pronged description of preven- 
ting, promoting, and protecting and design evaluation systems 
tiiat measure our effectiveness on all three levels as well as the 
Itiple qrstem levels which we want to impact. We believe that 
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our work and partnerahqj) with communis organizatioiiB and with 
the focuB on prevention is the clear directionfor public poli^ and 
services for young children and families. We really have a lot of 
models to pick from. The Stanford Heart Disease PirevenU^^ 
gram has many organizational similarities to our wwk even 
thoui^ we are in a totally different tq)ic area. There are veiy 
old nmlels of social service like the Jane Addams Community 
Center that we can learn firom. In some ways we are going back, 
we are not going forward. I believe that we nevor really have new 
icteas, just old ideas with a slightly new twist that meet the man- 
date of something that is happening ri^t now in asli^tly dif- 
ferent way. We need to extend and expand our vision of what we 
want for families to build not only on our perception d our pro- 
blems but our perception of whore we want families to be. This 
is necessary i n order to have a vision for tibe kind of system and 
structure that is going to support families to get there. I think 
that is the migor difference between a deficit based model, the 
classic half-empty glass and an empowerment model, half-full 
glass. Tills is a message that we have begun to get out in the state 
of Illinois. There are new initiatives that are beginning in Illinois 
that are quite firagile and it is uncertain where they will go. We 
are beginning to have state agenqy directors tdking adbout ti^e 
fact that thqr do not do enough on the helping continuum at the 
prevention end and that they need to devote more of their 
resources to preventive services. That is something tih^t was rarely 
heard, even two or three years ago. That message is coming fix>m 
leadership within state government, firom the provider sector as 
well as from families. It is this type of collaboration and coali- 
tions of people coming together that are goi ng to be the powerful 
force to move us firom whore we are now to where we want to be. 
iSy remarks are based on the work of many 61 my colleagues at 
the Ounce. I have borrowed fit>m our joint work and want to 
acknowledge their involvement and ideas. I would like to stop here 
and see if there are any questions that people have. 

( WeiO You have Irving Harris and the public person who I 
gather has changed. Are they being invited to stay to talk to 
business and public sector representatives about this kind of 
matching money. 

{Rubifud Yes. Up until a few years ago Irving was very ac- 
tive and in key positions within several operating businessm. 
While he still has active businesses interests he has pulled back 
from some of these roles. I was telling someone at lundi that I 
think he's replaced on a two for one basis, his business com- 
mitments with philanthropic commitments. Laigely what he does 
I I talk to business groups, as a businessman, about their need 
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for seeing their role in a human capital investment strategy. He 
is credible to those audiences. What he's saying is not terribly 
different than what early childhood educators have been saying 
since High Scqpe and Headstart but he is seen in a different light, 
as a sucoesaftil busi n essman who has run several very laige suc- 
cessful conqMnies and who sees intOTconnections between things 
that maoy business people don't see. The governors <^fioe in our 
state woriced with six other states to develq) and replicate the 
Parents Too Soon model in their own state around the issue of 
addesoent pregnancy, so th^y have bera quite active in promoting 
that as one way to look at coordinated state swvices. PTS was 
honond this year from the Kennedy School rfGovmrnient at ^ 
vard for innovations in state services and we got a hundred thou- 
sand dollar reward as part of being sdected in that 
who are trying more innovative strategies. The fact tiiat we have 
10 state agencies of government that meet on an every-othe]> 
month basis is nothing short of remarkable. The fact that they're 
actually trying to do joint planning and coordination of services, 
while still not a perfect qrstem, I think is a testament to the fact 
people are beginning to have a diffwent visiun about services. It 
was made easier by a coming togethw pretty mudi by diance of 
a number of different circumstances* The Jobs Bill sillied a big 
lump money with no strings attached and without a lot of lead 
time to decide how to spend it. This came on the heels of a fairly 
thou^tftil series of reports about the special needs of adolescents 
and the fact that their needs did not reside in the mandate of one 
state agem^. That you could look at addescent pregnancy as a 
health issue, as an education/dropout issue, as a sodal service 
issue, and as a welfare issue certainly helped pull some people 
together ¥lio would have probably taken longer to get to that place 
on their own. We also started with a tremendous advantage by 
having the partidpation of a leadw in business and philanthn^ 
who ahrea^ believed in this issue and was willing to put his 
money where his mouth was and a state child welfare leader who 
believed that this was a direction that we ou^t to be lodging at, 
and the opportunity of that vision coming together with a pool 
of money was an eaey match to be made . I realize that we started 
with s om ething that not every state starts with and we had leadw- 
ship at the top which clearly helped. 

I think the fact that we've been able to replace that federal 
money with state revenues and have been able to maintain or 
modestly increase on that level of commitment is a testament to 
the fact that people are pleased that it seems to be working. While 
^^"re are still diallenges in terms of joint plaiming, we have a 
E RsLC 1^ ^ ^ structure so that the people from youth »Dq>loy* 
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ment for iiutaiice are actually talking to the people in education 
about the fact that they're serving a lot of ti^e same kids. It seems 
remarkable tfaatthis never happraed before or that it did n^ 
pen as effectively as it's han>ming now. Tlvd system is n^ 
and if I were going to wase tlw slate and start over again I could 
thii^ of things that I wouldn't do the same way. But all things 
amaidered, I tiiink that we have dcme a good job and the state 
has been quite active in promoting that kind of interagen^ col- 
laboration and speaking about our experience at a number of 
meetings. 

(Wi^ I think that our state has an advantage in the fieict that 
th^y are all relatively small in terms of population whereas you've 
got trenmidous numbers of people to dral witii and very large 
bureaucracies. In our state, at least in Maine, one can call a com- 
missioner of a department or a bureau director and v^ likefy 
have that person caU you back within not too k>ng a period of time. 
So there are advantages I think we have and I think some of our 
states are moving in some directions that are similar and the com- 
munication problems are not as horrendous. 

was on a finrum a ooiq>le of yesm ago with someone 
from Vixt(inia who was talking about some of the diild abuse 
Invention activities that they were engaged in. She was the first 
speaker and talked about a very modestly funded efiPort that was 
done through a children's trust fUnd. I got up to speak and I said 
I don't really have anjrthing to say except we do the same thing 
on a sli^tly bigger scale. The principles of what we've designed 
can be replicated in a lot of ways that don't need to be nearly as 
costly as the way we've done them and don't have to be done on 
the scale in which we've done them in order to be effective and 
important. 

(Manoffi You talked about 37 programs, did you mean 37 
communities? 

(Rubino) We have 37 programs that probably serves some- 
where around 60 communities. There are a nund[»er of our pro- 
grams that serve multiple county areas. At the very bottom of 
the state we have one service provider, for instance, who serves 
a seven county area. 

(Manoffi Do these programs diverge from each other in any 
respect? Do they reflect a growing experience and knowledge and 
therefore modifications? 

(Rubino) They are all built on some of the same principles 
that I've talked about. We began at the same place but they've 
all taken a very different color within their own communities, 
'g"* focus of service in particular programs may be entirely dif- 
) I /- It. The manner in which a service is delivered may be totally 
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different from one community to another. I think home visiting 
is a good example of that. Most of our programs that serve preg- 
nant and parenting adolescents have a home visiting program. 
At an urban site, it may be one person who does outreach to hard- 
to-reach teenagers. It may be a community woman who has lived 
in and knows the area and rraidents and who gets them to a local 
coinmunity dte. In a rural part rfthe state there mi^ be as many 
as seven home visitors and th^ berome the major way services 
are delivered. The content of the home visits are tc^tally different 
there than in a city program. When I speak, especially to conser- 
vative groups, I am pleased to say that we fund both Planned 
Parenthood and Catholic Charities. Obviously their views about 

teen sejcuaUty are quite different and what we try to do is create 
a variety of different ways in which community agencies that have 
different values and that reflect different segments of that com- 
munity, can operate. 

iManoff^ In your tracking, have you used any control areas 
to see whether you're having an impact on reduction in teen 
pregnancies? 

(Rubino) Our original three year evaluation identified com- 
parison communities. We were not set up nor did we want to run 
a control group study but we did want to ha ve a comparison group. 
What haiqiened was that it became so common to have adolescent 
parenting programs in communities that we didn't have anymore 
comparison communities of the same demograp^c characteristics 
as the programs that we ran . I think our evaluation efforte in that 
regard have been one of the underdeveloped parte of our effort. 
Illinois has seen a decline in the number rate and percentage of 
births to teenagers over a 5-year period. That trend precedes the 
creation of P&rento Too Soon. I think that while we'd like to believe 
that we are part of that, it would be fool hearty to take credit for 
it. We do not have any definitive studies that would say that had 
this young woman or man not come in to this program this is what 
would have happened to them. I think that we're beginning to 
gAt to a point where we can look at subsections of our programs 
and more carefully design research studies similar to way the Peer 
Power ^tuuy was done. 

(ChamherlUa One ofthe things that intrigued me about your 
program is that you got three or four stete agencies to fund it. 
Are they still fUnding it jointly? 

{Ruhin6^ Different state agencies fund different componente 
of the Parente Too Soon initiative. 

iChamherliri^ But it's fUnneled into the Ounce? 
Q (Rubino) No. Our portion ofthe Parente Too Soon initiative 
ERJ O ^ directly from the Dept. of Children and Family Services. 
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OOamr parts of the pool of money for Parents Too Soon come firom 
other state agencies budgets but at this point, except for the ad- 
ministrative and coordinating flii;<:tion ot the v^gram as a whole, 
there's not a co-mingling of state ftmds. At the administrative 
tovel f ' the 10 staff members that I talked about who coordinate 
the program, there is shared agen^ support, lliey are physically 
located all over the state and in different state offices. So there's 
four people at the Oept of Health and there's three people over 
at the Dqst. of ChUdren ft Family Services. Some of the people 
who sit at Chadren ft Family Services aren't funded with CMdren 
* "52^ C wices money, they're funded with public aid mon^ 
but DCFS had the q)ace so they've been put tt^^er in that way . 
At our level there's not that co-mingling of f^ds to particular 
grantees. Many of our community providers are douLie grantees 
though of various parts of the initiative. We may fUnd the parent- 
ing family support education parts of their program and public 
health may fund the well-child and family plannLig parts their 
program. 

(Chamberlw) So th^y haven't given iq> control of their mon^y? 

iRubinid Th^ haven't given up total control of their money, 
alttiough they're beginning to ed^ toward some pooling of flmds 
and joint planning. We haven't eliminated territoriality here but 
thwe are begirmings of coordination in a different kind of way. 
In terms of the grant making process, there's involvement by 
representatives of the 10 state agencies which in the past would 
not have been done. If public health was issuing an RFP, public 
health people would have reviewed the responses to that WP, 
they would have made the decisions alone and given out their 
jney . Now there is an interagency committee thiit's involved in 
that review process and while that's not the s&me thing as every- 
bndy putting doUars into a shared pot that then gets divided back 
out, w beeiiming to look at the expenditure of funds in a more 
coordinated way. 

(Bauei) One of the things that I'm struck by is that you've 
been able to bring a lot of different programs together under a 
very catchy name, that's relevant. It's a name that is easy off ths 
tongue, it tells what you're doing, and it has a big advantage over 
state programs that are saddled with horrible acronyms and ini- 
tials. Have you found that as the pro(rram has gotten large that 
there is a sense of that identification among say the man on the 
street? Do a lot of people in Illinois who are not involved directly 
in human services know about the Ounce of Prevention and has 
there been a generalized sort of halo effect or spill-over effect from 
that?^ 

"^'^ M 80 ne- There is a lot of conf^ion about our 
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relationship and role wifii Parents Too Soon. Somehow we're 
together but people don't exactly understand how or why. Our 
logo is a little girl running w.ch a balloon. Our public relations 
consultants have said it's an awful logo because it's so cute. But 
we are associat e Tith that image and it is a veiy positive image. 
Ithinkthattl is a lot of common knowledge about it The fact 
that Mr. Harris does a lot of public speaking and the fact that 
he is an active philanthropist also gives him access to the media 
which puts us in front of the press. 

{Baued So it's on TV and in the newspaper with the logo and 
all of that? 

(Rubino) I don't think that we have done a very active jol of 

{promoting ourselves. What we have done is tried to promote our 
ocal service programs and through them, have some visiuility. 
I think that we 've seen the down sides of that when it's come to 
funding and when peq)le have to hear again the fairly long ex- 
planation of the relationship between the Ounce and Parents Too 
Soon or other pools of mon^. I think that we're actually going 
to take a slightly higher profile in the state, but we have not ac- 
tively tried to profile ourselves as much as we have tried to create 
visibility for our service initiatives. 

(Bauef) The same name permeates the entire state though 
is that right? All of the programs share the same names? 

(Rubino) No, they don't. Most have different names selected 
by the local site. Selecting a program name has been a very in- 
structive process for us. Many of the agencies that we funded had 
not worked actively in the area of prevention brfore and they 
needed to work very hard to change a community image of them- 
selves as A treatment provider. One of our agencies ttiat comes 
to mind was a traditional provider of 0 to 3 services. Th^ had 
a very active program for handicapped children and they needed 
to create a new name, a new identity, and had to build a new en- 
trance to their site. Families were coming in and they were going 
by children who had spinal bifida and who were pcuralyzed and 
who were never going to move on their own . Teenage parents were 
not going to come through that kind of introduction to a place 
and a program. The agency built another entrance to the building 
with a new identity in order to c ate a more health promotion 
image, not a deficit model image. Names have been very impor- 
tant All of programs have a contractual requirement that on their 
literature it needs to say, a program fbnded by The Oimce of 
Prevention Fund (if they're part of Parents Too Soon it says as 
part of the Parents Too Soon initiative) but they are not all called 
Ounce of Prevention Fund programs; in fact, none of them are 
Q ^illed Ounce of Prevention Fund programs. 
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(JackaorH That's been aonk ^mng that the Health Ph>motion 
Resource Center has encouraged the 11 ftinded communities to 
do once they get their coalition together: to define who they are 
and come up with a sense of identify and a common mission. They 
require th«» coalitions and boards to come up with a logo and 
come up with a name for stationery and all of that because they 
think that that is how you i^ntify who you are and what your 
role is and that kind of recognition is important not only to the 
c om m un i s but to the people who are associated with the program. 
An exanq>le is the Heart logo that we've used in tiie community 
fw years. When people see the heart, they know it's us and they 
know it's Stanford and sometimes that's all it takes to get them 
to pick something out and lock at it or attend to it on the televi- 
sion so we think it's important. 

(Baueti In Maine I'm told that the preschool prqject, of which 
there are some 16, are in the process now of all going from hav- 
ing individual names to one name. I'm not sure what the counter 
arguments against this are but apparently they've decided that 
it's better to ' ave the solidarity and it will be less confusing to 
have one name for all of them rather than 16. 

(Chamberlirii One ofthe problems that I see when you go the 
RFP route is the communities that can write the good grants get 
all the money, and the communities most in need oSten don't have 
somebody that can write the good grants. How do you handle that? 

(Rubimd Well, we've had three experiences with various RFP 
processes. One, I think we did very well, one, I think we did pretty 
poorly, and the third was a very specific request for a proposal. 
The first was for the six demonstration sites for which we had 1 
applicants. We put together a unique mailing list for it. We pub- 
lished it widely and because it was in tandem with the creation 
of a new state initiative we got a lot of free publicity for it to begin 
with. We had a multi-tier review process that was multidisci- 
plinary and interagency based. It included both the paper review 
as well as a site visit. We weeded that pool of 112 down through 
several tiers of review. The first was having teams of local re- 
viewers who reviewed only proposals that had come fh>m their 
geographic region. The second was a more centralized review at 
both the state level and with us. Then we conducted site visits 
to about three times as many applicants as were finally funded. 
It is possible that in weeding the pool from 1 12 to 18 we probably 
lost some people who had some potential for doing sometUng. But 
firom that pool of 18, we then did a series of site visits that elimin- 
ated a whole other group very, very quickly distinguishing the 
great grant writers from the people who actually have good ideas 
ly the capacity to implement them. 
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If you have the time, I would definitely recommend site visits. 
By putting together clinically sound teams you can tell in a very 
short amount of time whether the program has good potential to 
move with you, whether th^ reflect the kind of prevention/em- 
powerment philosophy that you believe, and whether they are go> 
ing to be a good partaer with you in ihe model of the way you 
do your work. In the second nmnd of our I^P's we got a huge 
amount of money that had to be spent veiy quickly. Chir first in- 
struction was that we would have to q>eiui it within the federal 
fiscal year, which was in about three months firom the time we 
received it. My suggestion was to qwn the windows of the office 
and throw the money on the street When we found that we were 
going to have at least another federal fiscal year, we actually did 
come up with a better strategy. In that round of R J'.P.'s, we did 
not have time to site visit all the programs that were finally 
funded. In that expansion, we selected some programs that were 
not very good. They had very good dengns on paper but when we 
started operating with them, they really did not have the kind 
of commitment to this type of service that we wanted to fi^ 
were able to market Iheir work as prevention when, in fact, it 
was not That's what they were told was the way you get mon^: 
just call it prevention even thou^ it's what you're reially doing 
already. After several years of working with them, some programs 
really did begin to understand what we were doing and were will- 
ing to work with us, but others were not and we stopped funding 
those. 

A third solicitation process had several its. First, you ask 
people for an indication of what their ideas sjre in a brief concept 
paper. If they are totally off base, then you do not ask them to 
submit a fxill proposal. You then proceed to a full proposal, either 
in tandem with technical assistance or a site visit or both. That 
seems to be the best way. You have the most time to develop a 
relationship with that si^ d, particularly in the kind of relation- 
ship we e3q)ect with agencies which is tihe partner^p model. 
We're not buying a commodity that's out there in the conmiunity 
already, we're creating a new service system and so that ability 
to work with us in a compatible way is important. I would recom- 
mend if you have the time, you use an RFP process which includes 
technical assistance and a site visit Another RFP that we issued, 
a veiy small one, was to rq)lace a program that we were dnqn>ing 
from service. We were interested in developing anothw service 
site in a particular geographic area in Chicago and so we did a 
very targeted RFP. Tn that situation, we literally visited everyone 
who applied and so we were able to get to know every applicant 
1- T^^r-^^^ before we made that final decision. That site has moved 
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along much more quickly than other sites not only because it 
(feesn't have to con^ete, with other programs that are at th^ 
stage of development, but also because we were able to be much 
dearer about what we wanted. Not only did we have more ex- 
perionce in sdecting programs, we had mim eiqmrienoe in <9)^ 

ing programs so we could be more q)ecific about some (^the things 
we wanted 

iChamberliii^ Have you eveiy gone to a community that looks 
like a really high need community but has not responded to your 
RFP and tiy and see if you can locate somdi)ndv m 
that might be responsive? 

(Rubino) We have not done that yet but only because we 
didn't have fimds. This year we had profx^ 
state funding, a nuyor program eiqiansion into five communities 
in the state that have sizeable p(q>ulations but no programs ri^t 
now. Tliey are very high need conununities and we have never 
received any a]q>lication from those communities or one that was 
even marginally credible. Our propcml was to go out into those 
communities, to learn the community landscape, to find some 
coalition of providera who wanted to work with us, and then to 
fbnd theuL Because of the fact that the tax increase did not para 
in Illinois, we did not get the money to do that But I think that 
is our next strategy. The other thing that we've done is to use 
a community development consultant on staff to work witii our 
programs as well as olQxer community agencies to strengthen local 
agencies' capacities to raise funds within their own community, 
toinvolve the community sector in a meaningful way and to raise 
their technical expertise in grant writing. We have provided this 
service as a part of our training and tMhnical assistance. 

(Chamberlird Is there one person that covere the whole state? 

(Rubimd Yes. And that's done both in individual visits as well 
as regional trainings. 

( Weii) Have you had applications come in from two or more 
agencies in a given community where you've encouraged them 
to form a coalition and become one applicant? 

(Rubino) We have had a variety of experiences with coali- 
tions. Our experience is very good when you have voluntaiy coali- 
tions who come together under the mandate of tiieir shared desire 
to work together whether there is a finding relationship or not. 
In the upper part of the state, we have community wide coalitions 
in five counties that are under the auspices of one grantee agency 
that bring together all youth serving providere in that community. 
They are not united by finding. People do not get fUnding from 
us to be part of this coalition, but our people who are funded do 
y that coalition. What's happened is we've created in those 
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communities a network of providers that knows each other by 
name, that knows who to call, that knows how to get access to 
service, and knows what's there. We've also created an advocacy 
organisation that can idontify what service gaps in that commun- 
ity and 80 we've created our own little mini organization there 
that both qmks for and reflects t^ community. That's a non- 
funding relationship except for the fact that we obviously have 
mon^ in the community that pays for some of the coordination. 
We've had some consortias that have worked with us and most 
of them have not woiked very well. Where th^ have worked wdl, 
there serving a relatively restricted geographic community and 
th^ have some kind of shared power qrstem. Where th^y have 
not woriLed well, is when they are serving multi-county areas over 
a large geogrq^hic territory and get tied up in the confl^ 
their own agencies bureaucratic structure and a funding partner's 
obligatkms. We found that each agenqy requires their own sets 
of forms and their own sets of prowdures to enroll participants. 
Then we come in with our money and we have our own set of forms 
and rules and regulations, and what happens is you set up just 
an ii^redibly cumbersome organization. Tliose consortias have 
not tended to last We have funded some consortias over BVk y^aars 
and the last of those voluntarily broke up this last year at the 
recommendation of both members cf the consortia. 

We have also had forced collaborations where we have had two 
agencies in reasonably close proximity that were serving similar 
or overlapping populations. We used our money to levera^ that 
kind of coordination but only at the ^cpenditure of enormous 
amounts d energy on our part. While I think it's inqx>rtant to 
coordinate services, I don't think funding is the mechanism by 
which you accomplish that You need to do that in a different kind 
of way so I wouldn't recommend that strategy. 

(Little I spent a week in Chicago doing MCH site visits in the 
middle of August a couple of years ago and I came away with big- 
ness and confusion in my mind and tibe scope of what you're talk- 
ing about. Can you, given the difficulty with outcome evaluation 
and measures, give me like two quick zingers of what you think 
your superstars are in terms of program effects? You know, if you 
had to say to somebody, 'Here's ^ here we've had an impact." Can 
you give me an idea of a couple of those? 

{Rubin^ One ofthe pieces ofmaterial that I brouc^t describes 
a prqject called Salute to Teens. It is a community based prqject 
that recognized the positive achievement of teens in the commun- 
ity. I think that it really pulls together a lot of the lessons we 
have learned from primary prevention and has had a remarkable, 
^^*ect effect on youth, dix^ effect on community organizations, 
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and direct effect on this community. It has been piloted in western 
Illinois^ in the Moline/Davenport area in what we call our quad 
cities area, between Iowa and Illinois. 

It has been powerful in a nimiber of ways. First, it gives a 
veiy clear positive message and that is the primary message. Not, 
'*0h, you kids, you're all turning into drug addicts. Oh, you're all 
killing yourselves." The teens who have been involv^ have a 
great sense of appreciation for that positive message. They are 
being reo^piized because they are young, because they have 
energy, because they do good things in the community, and be- 
cause they're contributors. We have had a lot of feedback from 
parents, teachors, school cfystems and community agencies that 
participated, that it has had a measurable impact on young peo- 
ple who have been involved in the project. 

I think the second is that it really mobUized community organi- 
zations to look at young people in a very different way. Instead 
of looking at them as culminations of problems that need to be 
fixed, they're looking at them in a mudi broader context and 
they're changing the way services are delivered, th^re chang- 
ing their involvement in other kinds of prevention initiatives be- 
cause of this, and seeing that th^ are powerful players in a com- 
munity fi^stem in a different way. 

The third thing that has changed there is that specific things 
in the community have changed. The counselling system in the 
high school changed as a result of things kids said about what 
they wanted schools to do that they weren't doing. And so we saw 
change on multiple levels as a result of a massive one-week ef- 
fort that is mounted every year and whose direct participants are 
not really youth but adults m the community. We have mobilized 
young people, we've mobilized the adults that are sij^icant in 
their lives, we've changed the way organizations that serve young 
people in that community operate and we've created some new 
opportunities for change in the ^stem that I think is different. 
I think that's a good example of a community based prqject that's 
really changed things. There have been other examples Uke the 
place where when we started a program we wanted the schools 
to be involved in referring adolescent parents to our programs. 
They said, 'There aren't any adolescent parents in this commun- 
ity. There are no pregnant and parenting adolescents here." And 
two or three years later, they are inviting our providers into the 
school to do family life education clas' 's for at risk groups. They 
are inviting them in to do the MYM program for adolescent 
parents. 

I think on an individual level the gains are in much, much 
Q ller increments. I think one of the problems we have had in our 
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evaluation is that the changes we're looking for are big changes. 
The reality is that for someone who is engaged in service, even 
as a good user who is involved for a fairly substantiid lei^th of 
time, say two years, we are not going to change tlie way someone's 
life experience has been for 17 years in a two-year program. The 
pull of the communities that these kids live in are very, very 
powerftil and where we see changes they are in small incremen- 
tal things, such as: taking better care of their own children, the 
interval between their first and subsequent pregnancies is either 
greater or that th^ haven't had a subsequent pregnanpy, they 
have a new ability to look back on their own experience of being 
parented and to understand it, to own it, and to feel control cdT it 
in a different way, and in a way that doesn't usually separate them 
from their family of origin. Where we've been most successful, 
we've strengthened that relationship with the fan^ of origin, not 
made it more distant. And a lot of these kids have real crummy 
lives. When th^ tell you about all the things that have happoTOd 
in their lives, you're inq>ressed with the tremendous strength tl^y 
display, the fact that they are still living. You think, would I keep 
going if this was what my life was? They taUc a lot about coping. 
But the increments of dumge are small md ^y 're primarily rela- 
tional. I think relational with their children and relational witiii 
their fieunilies of origin. Sometimes it gets reflected in concrete 
outcome measures that th^'re better contraoeptors, that th^ go 
back to school, that they have more ability to be financial^ in- 
dependent, that they have a better knowledge of how to use com- 
munity systems to get and broker the services that they need, 
and that th^ have a better sense of self-esteem, self-control, power 
over what happens in their own U ves. But t&e increments, I think, 
are small. 

{Papiernilii I'm very happy that you are answering the ques- 
tion this wc^ because obviously you have been extremely success- 
ful in building a program and collecting money and mddng peo- 
ple participate but it's important to offer some kind of outcome 
measures, even of a social nature that you have just described. 
I would begin with that. 

(Rubino) 1 think we have to grow in evaluation and 
there are some things that we can do. We can look at who doesn't 
stay in our initiative. Our programs are voluntary and we need 
to know who doesn't stay as well as who does stay. We can do 
comparisons across different levels and types of service intei'ven- 
tion because it's very hard to live in a community in Illinois now 
where you don't get something if you're a teen parent. We have 
just completed a study that is still in progress that's looking at 
O 0 things. One, is an intensive interview with 26 sucoMsful par- 
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tidpants aa self-defined to find out from them what they felt was 
moat meaningful in the services they were involved with. The se- 
cond is looking at the database that we have in Parents Too Soon 
in conqMring it with other national studies of teen parents. That's 
not a perfect kind of evaluation design but it is an in^Kutant step. 
I think we're at a point where we can b^in to be forcing ourselves 
into more rigorous evaluations. 

^ (Papi&mik) You should because it's impossible to accept that 
it s such a big program without an evaluation component. It should 
be presented without the precise evaluation even if it's obvious 
that the two year intervention is a very short interval. 

(RuhUuit We do have in our tracking system some life events 
outcomes that we look at that we think are positive indicators of 
pn^am success. They tell us where to look more carefully, not 
necessarily that our program is the only reason that things may 
have changed in terms of stpbility of where kids live, their school 
status, their contracepting behavior, the status of their children 
in the developmental program. We do have this information but 
I don't think that we've looked at it carefully enough. We are doing 
that now with a new strengthened research team. And too, I think 
that there are other kinds of things that we have to do in order 
to answer very legitimate questions that we have about the way 
in which we do our work and what we ought to promote. 

# # # 

Addendum: Following are some excerpts about the early ex- 
perience of the Oimce in developing preventive programs that are 
of interest. They are taken from a paper entitled: "The Ounce of 
Prevention Fund: The Development of A Statewide Family Sup- 
port Program" by Harold Gershenson, Ph.D., and Judith Musick, 
Ph.D., that was presented by Dr. Gershenson at the annual 
meeting of the American Public Health Association in Anaheim, 
California in November of 1984. 

— The Ounce uses an ecological model in implementing pre- 
vention services. Service, in this model, can take place at three 
levels: the individual, the situational, and the societal. The indi- 
vidual level is the one with which most of us are most familiar. 
In serving the individual we ask, what can we do to help this 
parent be the best parent possible. By looking at the situation 
we open the question and look, for example, at the family and 
its resources. What can we do to strengthen this qrstem. Again, 
mis is familiar to most of you wL j have worked in service delivery. 
^ ' (TO ask our service providers to also address the societal level. 
ERJC 
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We aak them to work with the systems within their communities, 
such as the schools, churches, and press to facilitate and support 
the change that is necessary to ei^ance family well-being. For 
most, this is a new and unusual role. 

— Rather than focus on programmatic details, I would like 
to q>end the rest of the time discussing what we have learned 
about deyelq>ing prevention programs. Of first and foremost im- 
portance is that we have had to train tiie service providers in the 
meaning of prevention. Our programs are set in many different 
service bases, medical clinics, social service agencies, churdies, 
and youth service bureaus. Most have been committed to treats 
ment of a pqrchological or physiological pathology, and some have 
been doing this successfully for over one hundrkl years. We re- 
quire them to shift their focus finom treating clients or patients 
to assisting participants. This shift is not morely semantic. It in- 
volves a chainge in attitudes and behaviors Uiat are reflected in 
the way the staff work with the participants. Participants are in 
the programs not because they are ill, not because th^y are be- 
ing forced to join by the courts, but because th^y want to be there, 
and because they want to learn. Program staif are to educate the 
participants, help them know their options, and assist them in 
making knowledgeable decisions. It can be very difficult for both 
administrators ani direct service staff to underatand this new role. 

Agencies respond differently to this change in focus. Peurt of 
their response is dependent on their commitment Siq)port for the 
prevention program must take place up and down the organisa- 
tional chart Line staff cannot function imless th^ are encouraged 
by the agenpy administration, and the agency director cannot im- 
plement the program unless there is backing from the board of 
directors. To this end, we provide technical assistance and train- 
ing at all levels. On request, we attend boud meetings as well as 
provide training for program staff. Trying to provide support for 
these programs is not without its pitfaJls. Often, we discover that 
what is presented as a program issue, is really a mask for an ad- 
ministrative or personnel problem witiiin a particular agenpy. 
Then we must step back, because we cannot expect an innovative 
venture to flourish in an agenpy that has internal problems. 

Our efforts in helping an agency shift from a treatment to a 
prevention focus is ako dependent on the discipline in which the 
program is based. One site uses a large cadre €i student pediatric 
nurses. Their professional training has instiUed a positive at^^ 
toward prevention, and they are trained in child development. 
However, their focus is on health issues, and we must wwk with 
them to look at the social and emotional development of the child, 
y^ a second institution, the staff are largely socis^. workers with 
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advanced degrees. They find it hard not to think of the parents 
as patients in need of therapy. We try to teach them to shift their 
focus to the parent-child interaction! and help the parent become 
more responsive to the child's needs. We want the service pro- 
viders to empower the parents and to promote peer support. 

We also work hard to insure that prc^rams are community 
based. Programs must reflect the needs of the people who live 
there. This requires consultation with local leaders firom the 
churdies, from the schools, and fipom civic leaders. These programs 
will only survive and succeed if they are supported by their com- 
munities. We have discovered that devel^^ing programs and com- 
munity support is an interactive process. The service providers 
must believe that this support is important, and believe that the 
conununity can contribute to the program. The community must 
come to share these concerns and use them to mobilize support 
for the initiatives. The community response is a function of both 
attitude and resources. The community must perceive the value 
of the program, which is generally dependent on tiie quality of 
the outreach. 

— Not only must the programs gain siqyport from community 
leaders, they must also work with other social service agencies. 
And even more importantly, they must demonstrate to the 
mothers and fathers how usefiil their services can be. They must 
use their service base to change minds and solve problems. We 
have started programs in many communities where we have been 
warned that the population was very conservative and unwilling 
to discuss social problems, and we witnessed dramatic changes. 

— We have become increasingly inq»ressed with the need for 
public relations. PR may seem peripheral to those of us involved 
in social services, but it is necessary if we are to change attitudes 
about childrearing. We encourage our sites to involve the local 
press in their activities, and we retain a pubUc relations consid- 
tant to give them technical a.<«istance. In July, one (^oiur progran^ 
got television coverage for their Toddler Olympics. The push-toy 
race and other events were featured on the evening news. In 
another town, the prqject director became a television star when 
she convinced the local cable television station to let her host a 
weekly program about child development. Meanwhile we promote 
our cause on a statewide level. Last month we cosponsored a con- 
ferencB on adolescent sexuality, pregnanpy, and parenthood to in- 
terest community leaders in this issue. Our conference was sue- 
cessfid not only in terms of educating professionals and lay people 
from a variety of sectors about the issue, but also in terms of cre- 
ating a broad base of support for the types of services we provide. 

ERiC 
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As advocates for creatmg community interest in healthy par- 
enting and healthy children, we feel it is important to worii at all 
levels and to reach the community firom all angles. By educating 
social service providers, hy educating community leaders, and by 
educating the citizenry, we hope to make a social climate wher» 
child abuse and neglect is not tolerated. We are an organization 
that has explicit values, and we feel it is important that they are 
voiced It is not all right to hit children. It is not a good idea for 
teenagers to bear children. But this is a language of negation. In 
prevention we insist on emphasizing family strengths. We build 
on parent's desire to do the best thing for their children. By mak- 
ing family support a community responsibility, we strive to offer 
that Ounce of Pk^vention that is worth more than a pound rfcure. 
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Social Marketing 

Presentation by Richard K. Manoff 
President of Manoff Internationa^ Inc. 



Richard Manoff is founder and president of Manoff International, 
Inc., a leading social marketing and advertising firm since 1966. Mr. 
Manoff became interested in vplying marketing techniques to public 
health following particqnUion in a U.S.AJ.D. mission on nutrition educa- 
tion in India in 1967. Since there he has helped carry out prefects in a 
variety of developing countries including Ecuador, the PhUUpines, 
Nicaragua, and Bangladesh. He's a consultant for WHO and UNICEF 
and has been involved with an international code for marketing breast 
milk substitutes. Mr. Manoff has lectured at Boston University and Col- 
um bia and is the author o/Social Maxlietixig: New Inqieratives for Public 
Health published by Praeger in 1985. 

Mr. Manoff: I had more formal remarks planned but have 
decided to put them aside. I thought it would be important to tell 
you something about the roots of social marketing, which is a set 
of rigorous disciplines. 

Social marketing, is a strategy to improve the qpiality of health 
programs primarily by improving commimications. Every aspect 
of a health program involves commuhication whether for train- 
ing, public education or instruction. It's a strategy to increase the 
reach of a program, to enlarge its scale so as to magnify its im- 
pact. At the same time it seeks a relatively high frequency of con- 
tact with target audiences, an important consideration under 
pressures to cut down the number of contacts per health worker 
because of constraints in funding and time, or lack of trained 
people. 

Social marketing can also help to shape political will, without 
this programs are generally not likely to happen. To do that it 
is essential to identify the powerbrokers. In developing countries 
we sometimes fall into the trap of working exclusively with the 
Ministry of Health which is usually among the weaker ministries 
without decision making power. So often when all seems poised 
to go well, with the Minister of Health in favor of a plan, nothing 
happens. It is usuall> the same explanation: the decision makers 
were not reached 

How does social marketing wcirk to accomplish this? Social 
marketing is like marketing itself, a demand strategy, a strategy 
lating effective demand for a service. By effective demand. 
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I mean a reaching out to get it. One of the problems with past 
health programs is that th^ are fundamentally supply-oriented. 
A facility and an infrastructure are established with the assump- 
tion that the world is waiting for it. But demand is not inherent 
in programs; it must be created. We didn't always appreciate this 
and I would like to tell a story to illustrate it. The apple was the 
source of worldly wisdom for Adam & Eve but in conununication 
and social marketing it may very well have been the orange. 
Until the recent era, an orange was an orange, but almost a cen- 
tury ago, one unconventional California Orange Grower was 
moved to question this received wisdom. What was an orange, 
really? Was its place prqierly in the family frxiit bowl? Who buys 
it? How do they consume it? Why? 

So he went to the community to find out. He knew about 
orange supply. He needed to discover the magic of ito demand. 
Now this reaching into the community helped him discover that 
the orange was not so much a fruit to be peeled and eaten but 
a fruit to be cut open, squeezed and drunk. Hiatus how heavy 
orange consumers were consuming it. A glass of orange juice re- 
quired 2, 3, 4 oranges so it was a tremendous marketing oppor- 
tunity. Our orange groww decided to advertise, emd tiie campaign 
was ^'Drink an Orange For BreiJcfast." He proclainml this to a 
vast untapped market. By adapting a demand strategy, he shifted 
his communications focus from the product to the consumer. He 
no longer sold a fruit but marketed a consumer demand, a con- 
sumer want, a need, rather, for which the orange could ideally 
be positioned. He had a new objective. Not to sell siq)ply but to 
satisfy demand. That's how orange juice was invented 100 years 
ago. The point: not to sell supply but to satisfy demand. 

Thus, if among the people were to be discovered the insighte 
to new market opportunities, then innovative techniques were 
needed to penetrate the hard crust of consumer resistance to the 
r. .h subsoil of consumer desire and motivation. The messages 
could no longer present only the facta about a product, a service, 
or a new behavior and expect that the consumer demand would 
logically follow. Now the message had to be positioned with a new 
sensitivity toward the consumer. That meant that communica- 
tions planning would have to begin at the beginning of the proj- 
ect in the oonmumity and among the people. Now the historic U.N . 
Conference that you all know about, at Alma Ata in 1978, or- 
dained the same new responsibility for communications in primaxy 
health care. For conununicators the rule became, no more ^p- 
down programs'. Communications development had become a two- 
wav process: To communicate with the people in order to ascer- 
E RXC^^ ^ communicate to them. It established the pre-eminence 
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of Yeed forward', over feedback' - to listen and learn from the 
people in advance so that program design might benefit from that 
input. It was not to replace feedback but simply to Tninifyniy^ «feed- 
back shock" that we're all familiar with: belated discovery of 
preventable error. 

It always amazes me how absolutely pleased people are when 
feedback is rich. Wouldn't it be wonderful instead Jit were «ero^ 
if everything were perfect and there were no changes to make 
in messages, booklets, and pamphlets. It's a kind of a health pro- 
gram masochism that delights in finding mistakes. 

Now this kinship between commercial marketing and primary 
health care inevitably led to a sharing of methodology. The focus 
group interview is a case in point. Let me tell you how. It is a 
technique of commercial marketing. The focus groups are a com- 
bination of anthropological research and group psychotherapy. 
Six to ten people sit around the table and a skillful moderator, 
like a group pp^chotherapist, provokes interactive exchange op- 
portunities. People will reveal much more to each other in an in- 
teractive situation than they will to somebody who walks in with 
a close-ended questionnaire and simply asks questions. You need 
a qualitative technique like the focus group when you're looking 
frr the explanation rf behavior. If you're ' i ;ig for descriptions 
ti behavior, than you need quantitative Ji. n^ques, but they're 
really only updates on questions you ahoddy know. This tedmique 
of commercial marketing is designed to overcome the limitations 
of traditional qu mtitative reoearch in wliich prestructured ques- 
tionnaires treat people as re^ndents. The focus group empowers 
them. It empowers them as participants in this search — they 
bring forth unsolicited information that you and I as program plan- 
ners may very well be unaware of. This innovation of commer- 
cial marketing has since been seized on by social planners, but 
there's even more that they want to share. First, this feed for- 
ward research, then following discipUnes of message design based 
on ixisights derived from such research, ingenious uses of modem 
media techniques, and then in-process uses of evaluation. This 
explains the emergence of a new discipline we've come to call 
social marketing. You need to identify your target audiences and 
see what segmentation may exist there. You check out your con- 
cepts with them by conducting a searching inquiry in such way 
as to discover things you need to know for effective message design 
such as resistances that have to overcome. Incidentally, the se'uet 
of effective message design is dealing with tliose barriers. Sim- 
ple problem solution messages are only restatements of your ob- 
jectives and your goals but they're not messages designed to move 
people to a desire for the behavior change that you are seeking 
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to promote. You must deal with the resistances that exist and 
imless you engage in this kind of feed forward research you'll 
never imcover them. In other words, social marketing, has as its 
(4>jective and its opportunities: 

A) It can maximize awareness ofhealth problems. There are 
a lot of people out there who don't know what they are sufifering 
firm. An exanqile, is oral rehydration programs deaUng wi 
rheal infections in a developing country. It was belatedly dis- 
covered in some of the programs that the first thing you have to 
do is to invent the disecLd called diarrhea — It's not looked upon 
as a disease because it's so common. You can't walk in and de- 
liver messages to tiiie effect that this is a condition that needs treat- 
ment when in fact it's not looked upon with any concern. 

12) It can educate target peculations on how to deal with 
these health problems. 

13) It can promote use of public and private sector facilities 
and services and motivate wide use of them. The most difficult 
job we have is to get the most underserved segment of our target 
popu]ation to use those facilities. They are the unmotivated. 
They're not the ones who will watch a television prograiu for a 
half hour. They'll turn on a competitive station. Tliis is why the 
short-message technique is a much better technique. You catch 
them before they can flip you off. The unmotivated are tiie most 
difficult to reach and they are realty the ones you want to reach. 
Sometimes we end up so frustrated that we begin to fall into the 
trap of conceiving more and more programs that are designed to 
serve the population segr^ents sli^tty above that group. I think 
there is some of that in ^our programs. 

Fd like to talk about parenting a little bit. Fm not sure of any 
of this because I have only one days familiarity with what I've 
heard here. The question I would raise is to what extent some 
aspects of your programs are really meeting the needs of your most 
vidnerable and under served population segment. I think you 
would know this if you had engaged in the social marketing proc- 
ess and let the people speak out and tell you things. There's not 
as much ignorance out tiiere in terms of the capability for analyz- 
ing what is needed as we sometimes imagine. For example, when 
I go into the villages of Tanzania or Bangladesh, I find they do 
a very good job of coping with what th^ have to work with. They 
have judgment and there are things that we must listen to if we're 
going to be effective in helping. 

^d, finally, #4 is to enlist the private sector, to engage in 
primary prevention programs. 

Let :ie just quickly tell you about the disciplines of social 
marketing and then what I'd like to do is to run through some 
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of the things that I jotted down today because I think you're really 
more interested in what you have to do than what Fve been doing 
wround the world. Fve brought one thing to show you from 
Bangladesh that you might eigoy seeing by way of illustratimt 
a good deal of what I've said so far. 

I'm going to give you 12 disciplines of social marketing. 

1) Identify the health problems and the marketing a ad 
message actions required for their solution. 

2) Establish priorities and select affordable efforts. Set up 
a deferred schedule for all others. It's so ea^ to take on too much. 

3) Analyze the distinct marketing message activities needed 
for each problem solution. 

^ Pin point the target audience and its segments for each 
marketing and message action. 

6) Conduct the necessary research on each marketing and 
message concept to determine current target audience attitudes 
and uncover potential resistance points. 

6) Look at the sequence. That's important. Establish objec- 
tives for each target group and each marketing and message 
action. 

7) Design the marketing and message actions. 

8) Test the marketing and message actions for acceptability, 
implenientability, comprehension, believability, motivation, and 
conviction. Too often, we promise what we can't deliver. That's 
a result of our eagerness to really want to be effective, 

9) Revise and retest the marketing/message actions as 
necessary. 

10) Construct the marketing distribution and message media 
patterns to achieve maxlmiun target audience reach and message 
frequenqr. I dont think we do enough of that. We turn out booklets 
and pamphlets and informational materials. We call those media 
sometimes but they are really materials and need delivery 
systems, even if the delivery system is a person. We've got to be 
relevant and we've got to do some assessing as to how far that's 
going to go and how effective our reach is going to be in gettirg 
that material out. 

1 1) Coordinate and harmonize with all ongoing programs — 
message harmony. There has been a lot of good talk about a need 
for coordinating various agencies in the field. The important pait 
of that is to avoid message dissidence. People are getting enough 
disfiidence in terms of advice from commercial advertising and 
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modeling on televi&iun and radio. You've got to usa the same in* 
struments that are having so much impact to get your message 
across. 

12) Track the impact of each of these actions and modify ac- 
cording to findings. 

I cannot go into detail about social marketing. The details are 
in my book. What I want to emphasize is ^^upfront" or ^Yeed for- 
ward" research. I have the impression that this is negligible in 
you're parenting programs. If you had done more such research, 
I venture to guess that you would have discovered how very lit- 
tle sex appeal ^^parenting" has to your target audience. I tliink 
it's part of quality control. You become intolerant and a little im- 
patient if those errors are to creep up and to be discovered once 
a program is launched. They can be prevented like a preventable 
disease. 

In the book there's a chart that describes the social marketing 
process. That doesn't mean that all social marketing programs 
have to be planned with all those components. However, the 
penetrating analysis of the local situation gives you an opportunity 
to examine all the possibilities of the social marketing process 
and all the steps to ascertain the relevance and the appropriate- 
ness of each element. I recently attended a conference in Bellagio 
with the title of, *Why Things Work'. There were people there 
from all over the world to desoribe successful family planning pro- 
grams so that we might ascertain the reasons for their success. 
By the end of the week, with some very experienced people 
evaluating these programs from 6 or 7 different points of view, 
the conclusion was that we really could not tell why things work 
except that inspired leaders with talent and a pension for innova- 
tion, were involved. However, do penetrating analyses of a situa- 
tion so you can get a good fix on what would be appropriate and 
then apply relevant strategies to that and keep things simple. 
Don't make them conq)licated with the over gathering of data that 
isn't useable or having training programs that are overblown in 
terms of what the people need to know for what they have to do. 
Do training in phases so that you don't put eversrthing into one 
message. You have simple, single pointed messages that you build 
on. Life is complicated enough and the objective is to simplify. 

Human resources are necessary in social marketing and they 
can often be found locally by those who know what is needed. You 
can go to a university for help with evaluation. You can go to the 
local television station, advertising agencies, production houses, 
and film schools for what their people can do best. Often these 
Mnnle are eager to work for a good cause on a voluntary basis. 

E-EIC 154 



MANOFF 



133 



Let me touch on some brief additional generalizations. Small 
scale pilot programs are a problem. Too often these projects take 
too long and by the time the results are in, their relevance has 
passed and the poliqr decision made. Also, th^ rarely prove to 
be replicable. We get so involved in wanting it to be a success, 
that the temptation of investing more personnel and money into 
that situation than you could possibly afford on a larger scale 
becomes irresistable. To prevent this, as soon as you know what 
your pilot program costs are, do a larger projection to see whether 
or not you can afford it for a larger scale application. This will 
provide a ''no go" or ''go" answer. The moment you go firom a pilot 
project to a large scale prcgect, you've got a qualitative change 
and much of what you did in the pilot project is no longer valid. 
Surveillance becomes more difficult, training becomes more dif- 
ficult, and you must find some means to give you that mass reach 
which you can't possibly attain when you enlarge the experience. 

I was very much interested in the whole discussion about the 
'Tarents Too Soon" programs and I think that was making a point 
that Fd like to emphasize. The problem of primary prevention pro- 
grams by their very nature is that they're tough to sell. They're 
all embracing as they should be, but that's not the way political 
will can be aroused to support them because it tends to priorities 
- like teenage pregnancy or AIDS. Only sixty thousand people 
have been infected with AIDS in the entire world but AIDS is 
getting nugor support and huge amounts of money. It's a matter 
of being at the right place, at the right time, with the right sub- 
ject. I do believe that even in primary care programs you do have 
emphasize some single purpose campaign from time to time 
because there are priorities and priority programs can be used 
to strengthen the primary care qrstem. It was difficult in Turkey, 
for example, to sell the government on financing their primary 
health care system until we came to them with UNICEF and an 
immunization program. We said Turk^ could achieve an 80% 
imm uni zation rate and perhaps wipe out these big kil W diseases. 
They mobilized a national program and poured money into the 
primary health care syst^^*^ for purposes of immunization. When 
that campaign was over, the primary health care system in Turk^ 
had been advanced five years in exactly two months. If you want 
to create a lightening rod, as it were, for primary prevention pro- 
grams you must set priorities thai are relevant and appropriate 
in terms of what are the most pressing health priorities and pro- 
blems at a given time. In the developing world all kinds of sup- 
port is possible for breast feeding promotion and oral rehydration 
because they are associated with m^ health problems. UNICEF 
nursues such a philosophy and helps to build primary care 
r^i^^ms. 
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I do believe that ^parenting* as a banner lacks urgen^. 
Frankly, you can't get me excited about it. However, if you told 
me, and I had teenage dau^ters or a son, 'help us witii this prob- 
lem of teenage pregnanq'' — you could get me involved. I think 
if you came to me and said, 'drug abuse'; if you came to me and 
said, 'alcohol abuse'; if you came to me and said, 'heart disease 
and canc^, you would succeed. Could you have gotten that mon^ 
for Parenting? No way. Now what Fm telling you is the essence 
<^ social marketing. You really have to visualize these things in 
terms of your various target audiences. You can't even get your 
consimiers excited with it let alone your funders. And Bob I have 
to say to you, I don't think "kindergartens" are a rallying ban- 
ner for this either. 

(Chamberlin) If you just pick what people are w« rried about 
then you end up with all these fragmented programs and you 
never get at the basic underlying problems. 

{ManofJ^ I have the impression that you already have frag- 
mented programs. 

(Chamberlin) Yes, but that's because everybody is doing it 
for teenage pregnanpy and drug abuse and whatever. 

{Manoffi But isn't it helping to build the infrastructure? 

(Chamberlin) Well, not really. 

(Manoffi Well, then I don't know enough. 

(Chamberlin) It's isolated little programs that never really 
get at the heart of the matter which is what's happening to 
families. 

(Manoffi Well, let's put it this way then. We have to find a 
better way of presenting this and organizing it. Even if what I've 
said so far is inadequate, I believe the principle is sound. Unless 
you push to find that answer to it and to find the presentation 
that's going to trigger it, you won't be successful. What I'm say- 
ing isl want us to be successfiil and I think you have to have single 
purpose efforts from time to time or you can't rally your conmiun- 
ity organizations. I mean when you're going in on Parenting with 
some all embracing program, it's extremely hard to coordinate. 
However, if you can find a problem that's of concern to aU univer- 
sally it becomes a rallying point around which you can all move 
and you begin to develop the pattern of coordination and collabcmi- 
tion. I think it's important to find first those issues that are easy 
to collaborate on and for which you can get funding. 

(Bauer^ Would something we heard earlier like healthy, hap- 
py and nice be something one could rally around? 

(Manoffi It's a fine term inside, bt«t not for outside. I refuse 
to develop concepts like that. I'm very serious about sitting down 
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with people. One of the most effective ways to arbitrate debates 
is to do research. When you walk in to a meeting with a board 
of trustees or the directors of an agenpy and you say weVe come 
up with this parenting program that we think is great, and we 
think it's going to solve the problem, you can be chcdleni^ if you 
have no data. If yon go out and do your focus groups, you can say: 
'Thisis what the consumers are telling us/' and make your point. 
I'm not just putting emphasis on this kind of research because 
I thinks it's proper, I don't move without doing it. I have learned 
a tremendous amount from people to whom eventually we want 
to address messages. 

{ChamberlUd Well, let's take the kindergarten example. Sup- 
pose yom* goal is that you want to get kindergartens in all the 
communities and then you've got to figure out how do it because 
you can't sell kindergarten as kindergarten because it's not sexy 
enough. So then you have to figure out some way to sell kinder- 
gartens indirect^ as something that catches peoples needs or 
where they're at. 

{ManofD Not quite. I'm not saying you have to call it some- 
thing else because it's not sexy. What I'm saying is really, is it 
urgent? What is the urgenpy of haviu j kindergartens? 

{Chamberlifd Theurgenpy is that 30% of our adolescents are 
dropping out of high school and we're spending millions of dollars 
on special education. It's costing us a lot of money and wasting 
a lot of human potential because there are no really good preschool 
programs. Kindergarten is the first step and then you need to go 
back another year. 

(Manoffi Now who is this good for, the child or for the mother? 

{Chamberlird It's good for everybody. It's good for the com- 
munity. And it's good for the child. 

{Manoffi My impression is that in terms of urgenpy it may 
not be the most urgent thing to impress the funding people in the 
legislature. 

( Chamherlird Yes, but they're all working downstream. They 
only respond to these problems when they have to do something 
because there is some kind of crisis. The question is, how to shift 
them upstream to the area of primary prevention. 

{Manoffi But ifyou recast in terms ofthe need rather than 
in terms of the strategy . . . 

( F/"' ^) The point that you're making is that you would go out 
and find out whether citizens perceive it that way and want 
kindergartens. 

(Manoffi And if so, why. 

( WeiD You've decided that that is what they need for your 
reasons but I think, if I read you correctly, you would say is that 
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what famiUes of 5 or 6 year olds want in New Hampshire. 

{Chamberm A lot of them do, but the older people who con- 
trol the l^ature say , "Well I didn't go to kindergarten and look 
at me, I did all right. 

* WeU, I would not anticipate what th^ would do with 

It until I found out just what the people are saying about it. You 
get surivinng results. For example, in Indonesia. I must tell you 
that I felt before I came here that the experience in Third World 
countnes might be irrelevant to what I would be hearing here 
today but I can tell you that there's great sinularity . For instance, 
on breast feeding, we trained Indonesians to go out and do this 
kind rffocus group. It's quick, inexpensive and, extremely valu- 
able. They went out and one of the things they came back with, 
believe or not, was that in Central Java 95% of the women were 
SSr^,- . " ^^^^ This is a Moslem society. 

When this was reported to the officials of the nutrition project 
none of them had ever heard it before. This was revealed by women 
talking to each other in these little groups in the villages. The 
explanation as best we can understand it is, that in some Moslem 
Muntnes the left hand is for toilet and the right hand is for food. 
So you can picture the women carrying her baby in her left arm 
while she s breast feeding on demand as often as lOx a day and 
she s cooldng with her right hand. The reason for this is probably 
lost to the Indonesian themselves; it's a kind of a social ar- 
chaeologr. Now il you run a breastfeeding promotion campaign 
to the effect that breast is best, totally oblivious to that, you're 
going to be relatively ineffective because you're losing a very im- 
portant part <rf the milk supply. The most important message in 
this teeast feeding campaign was to figure out some way of break- 
ing this down. This was very difficult because by this time the 
garment the women were wearing now only opens from one side, 
rhose are the kind of things you find out fiom focus groups. I think 
you should take this one to the people and ask them. You walk 
m with well prepared guidelines and a skilUul moderator who 
introduces sulgects and you get them talking about defining their 
needs. I have found in almost every third world countiy that peo- 
ple can tell you what they want in terms of needs provided that 
they re aware that certain health problems exist and that they 
perceive them as health problems. They may be wrong inciden- 
tally m terms of the urgenQr of those needs but you've got to deal 
with that knowledge or otherwise it stands as a barrier. 

, These people who have told you that thqr're not interested 
m Parenting but are interested in the exercises classes couldn't 
he more wrong. That's the problem. The problem isn't selling them 
Parenting the problem is unselling them on this perception 
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th^ Ve got and that takes creative message design for which you 
do need people who know how to do this. And mind you , even tiiose 
who know how to do this can't do it every time. That's the part 
that has to do with creativity, luck, talent and so forth. But the 
disciplines of inquiry and interpretation are terribly important 
to planning programs. I will retreat on parenting based on my 
inadequate knowledge but if youll give me about two weeks FU 
go out and do some focus groups and then Til either change my 
mind or be a lot more secure in what I have to say. 

{Chamherlird When you set up a focus grotqj), who do you get 
to participate? 

{Manoffi You get representatives ofthe kind of people whom 
you eventually want to influence. For «an4)le, I think somebody 
very wisely, was it you Mr. Albano, said something about reaching 
the men. Absolutely right. 

Let me go on if I may. I have to read something to you from 
the Fbpe. When he came to America, he turned out to be one fine 
social marketer. Fm quoting from him: 'In today's modem world 
there is alwajrs the danger of communication becoming exclusively 
one way and depriving audiences ofthe opportunity to participate 
in the communication process. Should that happen with you, you 
would no longer be communicators in the full human sense. The 
pbople themselves, the general public who you serve should not 
be excluded in haying the opportunity for public dialogue. In order 
to foster such a dialogue you yourselves as communicators must 
listen as well as speak. You must seek to communicate with peo- 
ple and not just speak to them. This involves learning about peo- 
ple's needs, being aware of their struggles and presenting all forms 
of communications with the sensitivity that human dignity re- 
quires, your human dignity and theirs. This appUes especially co 
all audio-visual programs." He is dead right. I mean we disagree 
on many other things but he is dead right about that. We need 
assurance that our perceptions match with the target audiences 
perceptions otherwise we get a rejection of what it is. 

Quotes from the meeting today, "Women don't know the im- 
portance of prenatal care." Another one is, "Low birth weight is 
good." You put on programs designed to raise the birth weight 
of babies iind tmless you're dealing with these misperceptions in 
their heads, how can you design an appropriate message that's 
going to get them to seek early prenatal care. If you're going to 
be successfiil, you've got to deal with these resistances. Albano 
said today you need to know adolescent health needs. Well, there's 
one way to find out, and that is go talk to them. See what they 
think. Now in all of this mass media is a must. Among health 
Q *)rofe8sivnals, with whom Fve spent the last 20 years of my life, 
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there's a kind of a begrudging respect for the mass media, mostly 
far the negative impact it his, and yet we have to learn to use it 
and use it well. There are si;ccial ways to use the mass media 
and not everything that goes on television is necessarily right, 
as for example, message design. Also, you can't always control 
the time your message appears unless you're buying it, but at 
least be aware of the fact that you want to reach target audiences 
^ectively aiki that there are all kinds of things you can do with 
the mass media. In Bangladesh, for exanyle, we used soap operas. 
There are 23,000 family planning workers in Bangladesh. Most 
of them women, and are absolute^ disdained when they get into 
village communities because the men practically stone them. We 
wan^ to do something about that and we built a soap opera 
around a women, a heroine. Her name is Lilly because Lilly is 
a popular name in Bangladesh. What we did was a family plan- 
ning motivated soq> opera. It had nothing to do with family plan- 
ning except that Lilly , a modern women, looses a career aik^ 
does she choose to be but a family planning worker. The rest of 
tiie soap opera, 160 episodes, 16-minutes each episode 3x a week, 
is about this wonderful person everybody loved in Bangladesh. 
Even with literal^ of under 26%, 10,000 letters arrived at the end 
of one year. Men wrote in saying I was going to divorce my wife 
because she's in family planning work and now I understand or 
family planning workers said they were going to quit until they 
saw it and so forth. These are things that are possible to do with 
the appropriate use of mass media depending on what you can 
ayfford. At Bangladesh you can make a soap opera from very lit- 
tle money. 

Now the mass media is really community based education. 
And in community wide cq^proaches that's the instrument; ab- 
solutely the instrument. There never should be a program in 
health promotion that doesn't include mass media to the extent 
that you can get it. Don't be cowed by that television station 
because you're unfamiUar with it. There are ways to get things 
on public service time and it's all very helpfv\ Just remember 
there's a powerful counter-instruction to eveiything that you want 
to do with your program that's going on the air. It's encouraging 
all the bad habits and building up models that you're trying to 
knock down. Vi^en that happens, you ought to get your community 
groups to remonstrate with the local television station. When 12 
year olds are pictured drinking and smoking, I think you ought 
to remonstrate. That will get back to the networks if it's a net- 
work show. If it's a local syndication, I can tell you that two or 
three letters coming in to the office of tiie station managers scares 
O U out of them. Tell your community groups to do this when 
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they see modeling of this kind. Call them up. Burn their wires. 
You'd be surprise how it will have an impact. Become very in- 

, tolerant of this because one thing like that is so destructive to 
everything you're trying to do. It's a terribly violent counter- 
instruction. You've got to use the media and you've got to stop 
the media from being used for what it's being used for. Just 
remember that it also reaches powerbrokers . Th^ see things from 
your pn^ram on the air and they know it's important They're 
only people and if they see messages on the air that have to do 
with parenting or whatever they think: "My God, is this the thing 
that I almost turned down two months ago, you know I didn't vote 
for it — Gee, it must be important', lliey get the same impact 
fit>m this that everybody elise does. 

One last comment. Don't become pawns in copK>ut exercises 
of <^cial8. By that I mean, education is, of all the interventions 
available to governmental units, probably the least expensive. 
So that when there is a real problem requiring structural clumges, 
don't be satisfied with just a media campaign. For example, in 
the developing world, water is a real problem. I tried to promote 
the boiling of water in one of the Latin American countries and 
it was an abysmal failure. On evaluation through focus groups 
it was fairly obvious that the reasons why it was a failure was 
that all the women had to travel great distances, to find fUel to 
bring back to boil water. In addition, when they boil water and 
the air goes out of it, it tastes flat. I swore that I would never again 
get involved in programs of that kind when in fact this requires 
a structural improvement. I'll give you another example, breast 
feeding. You can have all the promotions in the world, but if you 
still permit the hospitals in your state to separate mother firom 
child and put that baby in the nursery so that she doesn't get the 
baby to her breast soon enough to establish breast feeding before 
leaving you are doomed to fail. Women don't have a perceptive 
experience with breast feeding because there's ahready two genera- 
tions of mothers who didn't breast feed. They don't know how to 
breast feed and there are no support structures. When she comes 
out of the hospital and she's not breast feeding it's a foregone con- 
clusion that you're doomed to failure. That's a structural problem. 
Now don't permit your energies to be drained off by applying 
educational solutions to problems that require structural solutions. 
Smoking is a problem like that. There is no way in the world that 
you're going to get to f .hat bottom 30% of the people that are still 
smoking to stop. They know it's not good for them. They laugh 
at it unless there is legislation to ban smoking. Let me tell you 
what happened in New York when there was a threat of such 

O [islation. Smoking cessation course enrollments suddenly shot 
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up like a rocket. The die hards realized the die was cast. They 
were going to lose theu^jdbs, they were going to get arrested, what 
ever it was. If this thing came, ^y better go do something about 
it We need multq)le strat^es and one of those strategies is you've 
got to have legislation. You've got to have economic investment 
in changing conditions where there are structural impediments. 
And, as a matter of fact, I think your kindergarten strategy is 
one ci them. Th^'ve got to invest in that and that's not an educa- 
tional thing. Don't be taken in by that. 

We have heard very interesting accounts today. I hope you 
won't end up thinking that programs like those from Stanford 
and the Five Community Study and Dlinois can only be done in 
these large communities with large ftmds. Your speakers told you 
that they didn't feel that way either and I can assure you it's just 
not true. You can do it in smaller states with less money. The 
important thing is think big. Let's start thinking (tf how programs 
can be ingeniously designed so that with the available funds you 
have you can reach more people. The efficient use of the mass 
media is one of those. Think big, be action oriented and increase 
coverage relevance, be target audience orient^. 

To end I would like to show you a film we made in Bangladesh 
to illustrate how information from focus groups is used. This is 
a family planning fihn for a veiy traditional Moslem society. That 
means you never see women on the street and men shop for per- 
sonal products for their wives. This means that family planning 
awareness is practically 100% including the rural area. Of coimie, 
typically all the women are in favor of it and the men aren't. The 
Moslem societies are all veiy, very pro-natalist obviously. The con- 
straints are just that. Now the Bangladesh's did a full research 
of what I'm talking about and it bmame quite clear Uiat there 
was no way to bridge that g$p between fami^ planning awareness 
and practice in one big leap by any kind of an educational cam- 
paign. Yet the men ddinitely had to be the target audience. Fam- 
ily planning programs all around the developing world always 
address couples. The favorite campaign in India was ''The small 
family is a happy family, 2 or 3 children that's enough," which 
is about as ineffective as what we say today about ''Saying No 
to Sex." If anybody had ever talked to teenagers, as I have in focus 
groups, you just know that that's about as ridiculous an approach 
as possible. Remember what I said about believability, about 
messages. I mean, every village in Bangladesh knows large 
families that are happy because they're prosperous and there are 
some small families that are just miserable including their own 
probably. These are the kind of messages that are top-down de- 
because some minister thinks that's the way to do it. In 
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Bangladesh we knew it was the men and we knew we couldn't 
get the men to switch over to family planning in one big leap. 
A recent study showed that 16% of the peq)le were practicing fam- 
ily planning but of the 16% only 6% were using modem methods. 
In other wcmb, most were using the rhyt^ method. It was fairly 
obvious that family planning practice was still at its beginning 
after years and years of input. We decided to do a creative inter- 
pretation of the conversations we heard in our focus gtoupa which 
we had recorded in Ben^e or some local language and had 
translated for us. We decided that our objective was going to be 
very simple. The most effective change agent, to change a man's 
niind, was his wife. We needed to get him to talk to his wife about 
family planning. You have to understand that the women in 
Bangladesh quotes, 'The obedient wife." That's the standard ex- 
cept middle class women in the city. Certainly a rural wife, would 
never initiate this discussion witib her husband. If we could get 
husbands to initiate conversation witii their wives and get them 
talking, we were convinced, on the basis of what we found out 
from those who were practicing contraception, that their attitudes 
would eventually be influenced favorably. What you're going to 
see here are some short messages that were designed in the most 
difficult situations, with the most difficult of sukoects — family 
planning in a Moslem society. It may surprise you that material 
like this would appear on television, cinema, and also on radio 
but it does. 

There are five messages but I won't play them all because th^ 
all follow the same format. Clearly, innovative Approaches are 
needed to create greater demand for contraceptives and to 
motivate Bangladesh's to use them. What stood in the way? The 
main thing was the men. Though approving family planning in 
principle, they are less disposed to practice it with modem 
methods. Not so with women. The famify decisions are a male 
preserve. Rigorous social marketing research leaves no doubt 
about this — the Bangladesh male luid to be the primary target 
but the research warned he is a prisoner behind mental barriers, 
such as fear of negative healtib effects, ignorance <^contraceptive 
options, and cultural impositions about discussing family pmnn- 
ing with his wife. An effective message must piesrce each resistance 
point and demolish it. 

Film #1 quoted in English: A wise men of the village is say- 
ing, 'In my village I am looked upon as a wise man but I have 
discovered even I can be a fool. I have learned from my wife that 
there is more to being a good father than being father to a lot 
of children." She came to me one day and said, 'Tou know how 
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to help peoiple with their problems, but who will help with yours?" 
'•What problems,** he asks. 'Why do you father more children than 
you can feed, clothe and educate,** she asks. "What could I say,** 
he asks. "I knew about family planning. Even I like a fool had 
listened to the ignorant tales spread by ignorant people but to- 
day I am wiser. I have found out the trutli about safe contracep- 
tives. Now we use one of them.** "It was a wise man*8 decision,** 
says his wife. "You did the right thing. I was a fool** he admits 
"but now I am a wise man. Be a wise man. Do the right thing. 
Use family planning the wise man*s way.** 

02) This is a proud man who speaks. He says, "I am a father. 
I know how to grow plants, good land, the right seed, and pro- 
vide enough room for each plant. I considered myself a wise man 
until one day when my wife said to me, ' Tou are not only a farmer 
you are also a father of children. As a farmer takes care of his 
crops in the field, so a father takes care of his family. You do not 
grow more plants than the land can hold. Why do you father more 
children than we have room in the house, than we have food, than 
we have mon^ to educate. Dear husband, we are having too many 
children and it has made me weak and sick. What about the family 
planning I hear about on the radio.** He said, "I hear family plan- 
ning is not safe.** But his wife had another idea. "Why not ask 
a teacher.** He did but when he repeated the rumor, ti^e teacher 
said, "Do not believe the ignorant tales by ignorant people.** He 
then told the farmer about the many safe ways and made him 
realize how wrong he had been and the farmer later talked with 
his wife about this and together th^ decided to adopt family plcm- 
ning. Now she is happy. She says, "Now I am well and strong. 
Our children grow bigger and healthier. My husband is a good 
farmer and a good father. He is a wise man.** "No,** says the 
farmer. "I have been a fool, now I am a wise man. Be a wise man. 
Do the right thing. Use family planning the wise man*s way.** 

(ManofP Someofthoeekeyphrases: "Ignorant tales, ignorant 
people,** the "right thing,** the "wise man** are taken right out 
of the mouths of the focus groups. This was a subject that was 
very difficult to talk to people directly about so we used a photo 
prcgective technique. We took photos of various Bangladesh peo- 
ple, men and women. We laid the photos out and we asked the 
groups to sort out the pictures into two groups, those who prac- 
ticed family planning and those who didn*t, and then we began 
to focus on certain of the pictures and asked questions. Well, if 
that's the case, why do you think this person did it. So instead 
of tfllking about themselves, they're really projecting their own 
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thoughts onto other people. Why would this man practice family 
planning: Well» he's obviously a rich man and he's smart and wise 
and so forth. We got this language and we decided it was very 
usable and we made it into a refhiin which is now heard on the 
streets J Dakar I am told. 

After a year» a research organization in Dakar showed an in- 
crease of 20% of the men who were discussing family planning 
with their wives, mostly in the cities. Now that meant, if the figure 
is correct, that 8 million husbands were now open with discuss- 
ing family planning with their wives. I always am suspicious of 
r-search either way. If the results are bad, I think probably that 
ttiey should be better. If they are too good, then I i,-et a little bit 
jittery, I don't want to be attacked when they're presented. So 
I will take that 8 million figure And FU chop it down to 4 million. 

In terms of selling programs, I don't see how I can sell primary 
health care in the developing world by saying, ' Vou come and we'll 
take care of all your health needs." In the developing world, in 
villages and rural areas you go to a doctor i^one is a .ailable or 
take a trip to a doctor if you're near death. You carry a baby that's 
practically beyond recoveiy to a doctor. But you know these aren't 
real appeals. On the other hand, if you can klentify a disease that 
a baby can get from a cause that they understand, you car focus 
them on that concern. But even then it's hard to motivai. It's 
hard to make people change their patterns. You get a me/no in 
the office saying this procedure that we've been following for 14 
years is now going to be changed effective Monday. You go out 
of your mind, because you're a creature of habit and you don't 
like this. On the other hand, if you've got this bulletin that said: 
"If you will change this behavior on Monday, you will get that 
raise you haven't had in two years," well I've gotten to you. I really 
know what you've been looking for and I've made it possible for 
you. That's what I'm talking about. Fm being a little simplistic 
but you get my point. 

{Mitchelh You're not necessarily saying that we need to 
change the orogram on parenting so much as to be . . . 

(Manoffi That's correct. I don't see anything wrong with the 
program. What I'm trying to say is that it's how you present it. 
For example, calling your program "Parents Too Soon." Boy, that 
hit. If they had called it something like 'Ethical Living for Young 
People' they would all stay home, forget it. So it is important how 
you present programs. Very often, in terms of getting your fund- 
ing and making your impact, presentation is more important than 
the substance because the substance, as in the case parenting, 
can be an abstraction until they're brought to it. Bringing them 
to it, in my experience, is usually by emphasizing some currently 
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Community Wide Approaches 
to Preventing Preterm Birth 

Presentation by Dr. Emile Papiernik 



Dr. Chamherlin: This morning we move from the develop- 
. ing to the developed world. My sequence of coming across what 
Dr. Papiernik is doing was that I first heard Dr. Farquhar from 
Stanford talk about community-wide approaches to preventing 
cardiovascular disease at a public health meeting in Arizona three 
or four years ago. I thought, wow, this group has developed all 
the technology that ycu need for a community wide approach, and, 
if you can change health habits related to caj*diovascular disease, 
why can't you change health habits related to pregnancy outcome 
with the same kind of approach. Then a year or so ago, I heard 
Dr . Papiernik speak and I was amazed to find out he was already 
doing this and, in fact, had been vsAng this kind of popidation ap- 
proach for 10 years. Furthermore, he had some documentation 
of its effectiveness in preventing preterm birth. 

Dr. Pepiemik's official title is Professor and Chief of Service 
of Obstetrics and Gynecology at the Hospital of Paris. He's con- 
ducted a number of studies on community-wide approaches to 
preventing preterm labor in France and also in Martinique. It 
is with much pleasure that I turn the podium over to Dr. 
Papiernik. 

Dr. Papiernik Thank you for inviting me. I think I will ad- 
dress two points. You can sell something if you have something 
good to sell. If you don't have a good idea and a measurable ef- 
fect, then your selling might be good but the results will be bad. 
I had a chance to sell to the French government a policy when it 
was extremely interested in reducing handicaps coming from a 
perinatal origin. This was in the early 70's and came after a press 
campaign done by a leading pediatrician in our coimtry, Alexan- 
dre Minkowski, who said that a lot of babies are coming to an 
intensive care unit who should not be there. It could have been 
prevented. He also said that having anoxia during labor is avoid- 
able and being bom too soon should be avoidable. This was a veiy 
clear message that was related to the goal of preventing the crip- 
pled child. Pompidou was President and he was the director of 
the Foundation for Crippled Children. The Minister of Health, 
^ Boulin, a very good man, had a subministry related to preven- 
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tion of handicap, headed by Mademoiselle Dienesh. They got the 
press campaign spot done by tiie pediatrician, and said: '"We will 
do something/' but they didn't know what to do. They had to 
prepare a policy with a cost effective technology — what can be 
done, at what price, and with what result. I was invited as a con- 
sultant because I had published a paper in 1969 on Prevention 
of Preterm Delivery With a Risk Assessment, and I developed a 
quantitative measure of risk. I was invited and it turned out that 
no other obstetrician was really interested in a public health ap- 
proach to prevention so that after a few meetings I was the only 
one that remained on the board. This gave me the chance, at a 
very young age, to propose a national policy. I proposed to apply 
all the well established things like the prenatal care system in 
Sweden and the new technology to monitor anoxia during labor. 
I also put in my techniques for the prevention of preterm delivery 
which were not proven at this time but became accepted as a na- 
tional policy. I asked, in the implementation of the program in 
1970, that money should be given to our National Institute of 
Health for evaluation. That's it« 111 show you Uie principles. Til 
show you the national results. Til also show you the results of 
the Haguenau Stu4y , which is what hi^pened at a disbict hospital 
as a result our national polky. We pidced an area £ar from Paris 
where there was one hospital serving one community. We have 
been following this population with computerized data since 1971 
and this includes hventy thoasand women. 

iChamberliri) You started your program from the top down? 

iPapiernik) I published a paper in '69 which was based on 
my personal experience. I had met the pediatrician. Dr. Minkow- 
ski, in the elevator because we were working in the same place 
and he asked me: ''Have you ever seen a preterm baby." I was 
a chief resident in obstetrics at that time and I had to answer no 
because the midwive's were delivering the preterm babies be- 
cause it was not a surgical problem! I had never seen one even 
though I had 7 or 8 years of training in obstetrics. So with him 
I discovered that to be bom too early was not to put the baby in 
a box and take it out two months later, this was not true. The 
baby was suffering. The baby was at risk of dying and the baby 
was at higher risk of being crippled only because he was born 
several weeks too earfy. This was in 1967. Then I did something 
like Richard Manoff talked about yesterday. I sat near the bed- 
side of each of the women who had a preterm delivery and asked 
her questions about what happened. From this I progressively 
discovered some of the ideas which I put into a set dfhypotheses. 
J^y 1970 1 had the personal experience of three years of asking 
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questions and had developed some ideas about the epidemiology 
of preterm birth and what might be done to prevent them. I also 
had at that time started a demonstration stuc^ in the Port Royal 
Hospital in Paris where I was working. This was on a sniall 
number of women because all the people there did not accept my 
ideas. I was imable to get my ideas accepted in the hospital in 
which I was employed, so I was obliged to go to the national level! 
This is the real st(^ as fimny as it seems. So Uiis is what we ha 
sold to the politicians, less handicap. They were not interested 
by death. Prevention of preterm delivery was the basic message. 
I did, like Manoff suggested, use very simple messages that were 
very, very short with one idea. 

I thoi^t that risk scoring was possible based on past history, 
lifestyle, and the result ci the obstetrical examination. If you look 
in the literature, there are a lot of predictors of preterm deliveries: 
low-social status, young age, multiparity, and previous preterm 
birth or bleeding during pregnancy. The difficulty with these 
predictors are that you cannot change them during pregnancy. 
If this women comes in and she's 16, then she's 16. So what can 
you do. It's important to know but completely useless. I proposed 
new predictors related to lifestyle and to work habits. This is what 
I had discovered hy asking questions: I found t^t more than 10% 
of the births of nurses in the neonatal unit were preterm <feliveries. 
The nurses in the orthopedic unit in my hoq>ital had 16% preterm 
deliveries and this was not written in the textbooks. Mbo, I dis- 
covered that those women had felt something, abnormal uterine 
contractions, that th^ were able to describe after birth. Something 
went abnormal several days or several weeks befcn^e the preterm 
delivery. I discovered by myself that the physical examination 
of these women was indicating a risk if I measured shortening 
of the cervix. This is what happens normally in the days or weeks 
just before term delivery, a progressive short«)ning and opening 
of the uterine cervix. If it happens at 24, 26, or 28 weeks, it goes 
to predict a preterm delivery. These are the tools I use, very sim- 
ple. Progressively I come in with better descriptions of the risk 
conditions: standing up for long houra, lifting, and moving. Some 
risk professions are quite easy to describe. For instance, the risk 
of preterm births for hard professional work as defined above is 
about twice that of other occupations. It's not a very strong predic- 
tor (7% versus 4%). The sensitivity and specificity are not as good 
as we would like; meaning, that you have to adapt the preven- 
tive proposals to the fact that the sensitivity and specificity are 
low. This means, that you cannot propose a h£urd intervention (such 
as drugs with toxic side efiTects), you have to propose a soft in- 
tervention like change in lifestyle. For instance in the Paris area, 
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a longcommuting time is a real problem. If you commute more 
Jian two hours, then the rate of preterm deliveries goes up. But 
for some women it was only a fast walk which was triggering 

SISk*'"?^,-/?,!* to ask her what STSI 

specifics of her daily hfe that are inducing contractions. For some, 
serujd mtercourse but this is rarely the case. So the obstetriciaa 
CM discover something during prenatal visits if he does them. 
I don t know why in the U.K. and in the U.S. there is no St 
S Fw! examination during pregnancy as is the habit 

mi-Yance, Germany, and in aU continental Europe. I don't know 
from where these difference in habits come so this point is a dif- 
ficult one m your country. But I propose that a vicinal exam 

it helps determine whS is at risk. 

SjJtf u women defined as highest risk it's by the reduc- 
tion rf physical work, by modification in lifestyle, and by wim- 
bmjwd paid work leave where needed. This was possible in our 
^stem because we ah^dy had the sickness woA leave. My 
2«afic mput was to ti-ansform sickness work leave from being 
*° *° ^ »^Pt^ as a preventive tool ft? 

^SSTl'^- ^ '^'^ «»»n> negotiations 

vntii our Socud Security ystem. They didn't like it bSt wheni 

J responsible for the preterm deli^n^ 
W doctor that refused to grant work leave to these women, I 
broke tiirough this resistance. You also have to have a good p^- 

^ ''"^^"^ information^n 

This is a second problem in your countay when the mean dura- 
toon tome of a prenatal visit is 5 minutes. You'll have to find a 
way to convince obstetiddans to spend 20 minutes, and tiiis is a 
real resistance m your countay, but you can ask the midwives or 
nurse practitioners to do this. They are very happy to do that and 
tt«y CM do ttet veiy weU as we have demonstiated in Martinis 
for m^oe. You have to tell the women that she's at risk - why 
how. She has to underetand what is happening and then dedde 
what can be her specific preventive role and she likes that Each 
woman should be able to recognize uterine contractions. This idea 
has been used m your countay through a device sold by a com- 
mercial wmpany but it costs $75 a day. I tiiink that eveiy woman 

ran save thrt monqr and do that by herself and it works very weU. 
Educataon of the patient is one of the basic components. Educa- 
ftS'f^-Sj P"^l" includes men, because th^ are resisting tiie 
fiict that their wife should do less at home or their employee^ould 
have work leave. But we were successful in convincing many 
up % an hour in the morning and a % hol^in 
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the evening to allow pregnant women to travel out of the rush 
hours. You have also to educate care teams applying tliose ideas. 
For instance, in your country where controlled trials have been 
done in several sights, I am concerned that the teams applying 
those ideas have not had enough training. 

The women accept the ideas but it's not always so ea^. The 
social marketing doesn't work in the same time for all women. 
The very rich and well informed women accept that immediately 
but for the others it takes longer. For middle class women it takes 
about four years and for lower class women four years more. So 
you have to take the time. It's a nugor problem. It will not be 
solved in one or two years. For women at risk you can propose 
rest, not bed rest and home visits by a mid wife. Home visits are 
very important for the p^chological support and conveying of in- 
formation. For this we have done a controlled trial showing that 
for the very low educated women, who are at high risk for social 
reasons, this is one of the best ways to spread the information. 
This is because th^ don't read the pamphlets and don't under- 
stand the radio and TV ads. They have to have a personal rela- 
tionship with a knowing woman, taking one hour at a time to look 
on all tiie details and this is very important. We also convinced 
the local authorities that th^ should participate in the preven- 
tion by providing domestic help to pregnant women on medical 
advice. My talk is now up to where medication is needed, and I'll 
stop there because the rest is not primary prevention. One of the 
items I have been following in the Haguenau Study is how long 
it takes women to come in the first trimester to be followed by 
the obstetrical team instead of by their general practitioners who 
were not using this approach. 



Ttfble Hfeguenaa Stn^jr 



l/toUtlon In Onset of Pienatal Cafe and Peicentagm 
Women Seen tqr the Obstetrical Team Over Time 

1971-74 1975-78 1979-82 



Seen first trimester 24.2 38.2 47.5 

Never seen by team 37.0 17.4 a5 

p<0.001 
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You see that it taiies years and years, and some women are 
never seen by our obstetrical team. This was 15 years ago when 
we began and would not be as difficult today. Table n shows how 
this relates to education in Haguenau. 



nble2:Hhcaenaa8tii4]r 

Participation In Fsroposed Caie System 
(Plitt Trimester VUAt) hy Teaii of lAiteraal Education 

1971-74 1975-78 1979-82 p value 



^ 17.7 28.5 38.6 0.001 

10-12 30.0 49.5 61.7 0.001 

13+ 47.5 65.5 69.6 0.001 



Participation in the first trimester by women with more than 
13 years of ed ^.%tion was good almost immediately. For those 
witii 10 to 12 years, it took tiiem 4 more years to reach the same 
level of participation. It took eight years for the least educated 
women to reach anjrwhere near that level of participation in the 
proposed care. So be careful and don't ask for grants for two years. 
Youll not solve the problem and all the publications in this coun- 
try where the results are given in one or two years are really open 
to severe criticism. 

ril show you the National evaluation done in France. I'm 
asked what does this study involve and I say, "Oh, not more than 
56 million people, 700 to 800 housand births per year, and 12 years 
of intervention." It's not a controlled trial because the politicians 
didn't accept that but we have controls in Germany and in the 
U.K. and the United States where no reduction in preterm deUveiy 
has been observed during the same years, even tiiough all the 
pregnant women have access to the same technologies. So it's not 
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a controlled study but we have an inq)ortant data set to conqpare 
with millions of people and millions of births. These results are 
published in Frei^ and wiU be published in English by the 
of Dimes in 1988 or '89. 

We have three representative samples of births by our Na- 
ticmal Institute of Health. There are 11,000 in the first study and 
about 5,000 in the two other sanq>les. First, we looked at the social 
and demographic characteristics of the population over time to 
see if any shifts in composition could explain tihe positive effects 
that we have observed. The proportion of women 1ms than twenty 
years of age having a birth declined from 9% to 6%. The propor- 
tion of women more than 40 years declined, and parity dmlined, 
but when we controlled for these changes in our analysis, the 
remilts were not changed. The educational level of women im- 
proved during this time also but controlling for this did not ef- 
fect the results either. We looked at the outcome of the previous 
pregnancies and found out that the rate of prior stillbirths did 
not decline but the rate c{ prior births of less than 2600 grams 
declined. The rate of abortion was hi^et- because abortion was 
legalized in 1976 during the study. So all these factors should be 
controlled for in the anialysis and th^ were. 

We looked at the modification of the care systeis. For instance, 
in the national policy, we had proposed the disappearance of 
maternities with less than 15 beds. We were somewhat successful 
in that, but not completely. Tlie use of electronic fetal monitor- 
ing went up from 6% to 70% over this 10 year period. Cesarean 
sections increased from 6% to 11%. These changes were included 
in our analyses and altered the findings only slightly. 

In the National Study we looked at how successful we were 
in implementing our prenatal care policy over the couintry as a 
whole. 



TsUe 3: French National Study 



Evolution of Ftenatal Care HMUts over Time: 
(Total Sample) 



Number of visits 


1972 


1976 


1981 


<4 


15.3 


10.6 


3.9 


4-6 


62.5 


55.5 


41.2 


7+ 


22.2 


33.9 


54.9 



p<0.001 



INSERM U. 149/1963 



173 



182 



PAPKRNiK 



More than half of the population at the end instead of only 
22% at the beginnmg had 7 visits during pregnancy. An increas- 
ing number of visits were made to the obstetrical teams. 

In the Haguenau Study, we looked at the health related 
behavior of specific risk groups and this is one of the outcomes 
of our stuc^ Uiat is very inqxirtant . Specific ridi groups, behaved 
exactly as the general pcqmlation. They didn't aocqyt being la- 
beUed '*at risk/' This means to us you cannot modify ti^M 
of the women at risk if you don't modify the behaviox of tha total 
population of pr^nant women. This is one of the mi^ results 
of our stuc^. I 'm convinced that we have figures to show that cnly 
a community wide approach can modify the behavior of the preg- 
nant women and not an "at risk" only approach. Because <tf this, 
I think the strategy that has been chosen in the United States 
by the March of Dimes that focuses only on the high risk women 
is an impossible task. We have a precise demonstration that you 
cannot modify the behavior of a small group inside the popula- 
tion. It's like jogging. All the people jog, the at risk and the not 
at risk, and then you modify the result in cardiovascular disease 
but if you ask only those people with high cholesterol to jog, they 
will not do it. For pregnant women, it's exactly the same. 



lWe4:Hi«Mi»iiSti4f 


rnpoitloa oTWoncD Seen at the PNBfttal ainle Onilitf 


Apcwdim to Otntrtilcimelcwy 






1971-1974 


1975-1978 


1979-1982 




N % 


N % 


N % 


NuUiparous 


2144 22.0 


2390 37.7 


2809 47J0 


MuldiMnnis without previous 






ftlOblith or pretexm birth 


2507 25.4 


2323 38.2 


3034 47.8 


Mutt^pmouo with |»cvlous 








ptttoin hlith 


329 23.1 


229 40J2 


242 47.5 


Multlpoioiit with previouo 








sdUbHth 


29 24.1 


23 39.1 


41 46.3 


MidUpoiput with previous 








•tiUblith and pretenn biith 


35 31.4 


31 54.8 


38 60.5 


N ■ TdCs] number of wonen In the Mtefoiy 
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From Table 4 it can be seen that women with a previous 
history of giving birth to either a low weic^t baby or stillborn 
child behave exactly like those with a normal birth history in 
terms of when they start prenatal care. It is only when they had 
experienced both those events that they came in to care earlier. 

Similarly, it was found that women below twenty, who gen- 
erally behave very badly, came in earlier for care and were more 
likely to see an obstetrical team as these behaviors increased for 
the population in general and increased for their older sifters in 
particular. Even the prenatal care behavior of immigranto, many 
of whom could not read or speak French, mirrored that of the 
general population so we were able to get the message through 
in this way. We emphasized care by the obstetrical team because 
the general practitioners did not readily adapt these ideas into 
their care patterns. 

Table 6 shows how the care seeking behavior of women with 
a previous history of stillbirth or low-weight baby changed as the 
prenatal care program reached the general population. 



TaUe 5: French Nkitkmal Study 

Changes In Caie^SeektngBdiavlor of Women with a 
Hlttoiy of Stillbirth or I ow-Welght Birth 

x972 1976 1981 p'/^ue 



4 prenatal visits 50.0 71.8 90.3 0.001 
SawG.P.onfy 25.2 11.7 3.0 0.001 
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Table 6 shows changes in the frequency of various risk fac- 
tors in the general population over time. 



Tride 6: French Natloiud Stu^jr 



Changes In Population Risk Factors Related to 
Pregnancy Outcome over Time 



1972 



1976 



1981 



p value 



HI^ blood pressure 
In3ni trimester 

Rh ISO immunization 

Bleeding 3id trimester 



2.6 
2.3 



7.1 
2.0 
1.8 



8.3 
1.2 
1.9 



0.001 
0.001 
0.001 



Suspected intemtenne 

growth retardation 4.8 5.8 0.05 

RUMEAU ROUQUETIE - Naitrc en France, 1985 



The Rh factor, for instance, went down not because of our 
policy but something completely different coming into the field 
of new technology, but bleeding in the third trimester was reduced 
as a risk factor in the population. I will come back to that later. 
We suspected intrauterine growth retardation much more than 
we did before because we were more aware of it. 

Table 7 shows changes in the working conditions of women 
during pregnancy. We asked the women about their working con- 
ditions and the very tiring t^t>e of work was less. Working with 
standing up for long hours, wnich was defined as more than three 
hours per day, was also somewhat less but did not disappear. 
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Tible 7; French National Stndy 

CIuLiget Reported in WoAIng Conditlcms Ita 
Pr^nancy 

1972 1976 1981 p value 

11111x1 trimester 



Very tiring 


20.7 


18.1 


15.0 


Tiring 


37.7 


45.8 


49.3 


Easy 


41.6 


36.1 


35.7 


Standing up 








for long houts 


47.5 


43.9 


37.3 



RUMEAU ROUQUETIE - Naltie en France. 1985. 



We said that work leave should be extended from the previous 
work leave which was six weeks before the expected date of 
delivery. We were successful in applying that idea to the general 
population in that about 40% of all pregnant women took 7 or 
more weeks leave in 1981 compared to 16% in 1976. This was a 
costly measure but it was demanded and accepted by the popula- 
tion of women. They were willing to protect their pregnancy in- 
stead of looking for job security at work. 
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TiUe 8: Fvench NUttonal Study 

Percent of ftegnant Women Who Took Diffefent Dontions 
of Fkenatal Woik Leave at Tr?o Time Periods 

1976 1981 pvalue 



1-6 weeks 84.0% 57.8% 0.001 

7-8 weeks 12.9 29.8 0.001 

9+ weeks '^.l 12.4 0.001 
RUMEAU ROUQUETIE - Naitre en France. 1985. 



We have been collecting the amount of sickness work leave 
in the first, second and third trimester to measure exactly the 
amount of what we added to the package. Also, we looked at hos- 
pital stay for any reasons during the pregnancy^ which is also a 
costly measure, and it came up also from about 8% in 1972 to 18% 
In 1981. 



Tftble 9: mnch National study 


Cbanfet of Fexocntafe XHatittmtlon of Pretenn Births over Time 






1972 


1976 


1981 






1U54 


N* 


4685 




5-08 




N 


% 


N 


% 


N 


% 


<34 weeks 


242 


2.4 


75 


L7 


59 


1.2 


34-36 weeks 


578 


5.8 


220 


5.1 


227 


4.4 


< 37 weeks 


820 


8.2 


295 


7.7 


286 


5.6 


< 37 weeks, excluding 














twins. stlUblrths 














and HMjor malfonnatlons 


716 




249 


6.0 


245 


5.0 


pvahie ^001 



Pregnancy Outcome: As can be seen in Table 9, we were suc- 
cessful in modifying the distribution of births by gestational age. 

O 
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The grotq) at very high risk > nih gestational age less than 
34 weeks was reduced from 2.4% to 1.2% (p 001). This is the ma- 
jor impact of our polipy. rhese are the costly p^terms. These are 
the preterms at risk for death and intracerebral bleeding. We 
modified slightly the numbei ^ -it 34 to 36 weeks but not a lot. 
A similar result was found in tiie Kaguenau Study where births 
of less than 33 weeks were reduced /rom 1.6% to 0.6% ^ .001). 

Since gestational age is somewhat difficult to measure we used 
birth weight as a control. As can seen in Table 10, we found 
the very high risk group from 600 to 1600 gramr ^as reduced b> 
half from .6% to .4%. And this makes a difference. At .4% we are 
reaching exactly ihe same results as in Sweden. 



Table 10; French Nattonal StcJy 

Changes In Percental DlsblbiitlQii of annrtha tqr 
BlrCh-Welght oiver Time, Including Still Blrtha and Twlr-^ 

Percent of All Births 

1972 1976 1961 p value 



Birth weight in grams 



500-1499 


0.8 


0.7 


0.4 


1500-1999 


1.2 


09 


1.0 


2000-2499 


4.2 


2.9 


3.8 


2500-2999 


19.1 


17.9 


18.0 


3000 or more 


74.7 


75.6 


7&8 


Unknown 


1.5 


0.6 


0.5 



RUMEAU ROUQUETIE- Naltre en France, 1985 



Perinatal deaths were also reduced. If we look at birth weight 
and gestation duration for all babies stillborn or dying in the 
neonatal period, you soe in Table 11 that in 1972, the less than 
2000 gram births and the less or equal to 32 weeks gestation births 
O up about half of the perinatal deaths (66% and 47%). In 1981, 
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these were reduced to only 30% and 24%, meaning, that the con- 
tribution of preterm delivery to perinatal deaths was tremendously 
reduced. 



Table 11: i^ch National Study 


Birth Wel^t and Gestation Duration of Stm Births or 




Neonatal Deaths (%) 






1972 


1976 


1981 


Birth weight 








< 2000 grams 


55% 


33% 


30% 


2000-2499 grams 


12 


22 


0 


^2500 grams 


33 


45 


70 


Gestational age 








532 weeks 


47 


29 


24 


33-36 weeks 


18 


17 


4 


237 weeks 


35 


54 


72 


RUMEAU ROUQUETTE - Naitre en France. 1985. 





If we turn to the Haguenau Study where we have followed 
16,000 women from 71 to '82 we find exactly the same result. 
Births under 1600 grams were reduced from 0.9% to 0.4% and 
ni^term births less than 33 weeks gestation from 1.6% to 0.6%. 
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ChanfetlnDbMmlioBlqrCtettottoiialAieoriiveBiit^ 

I97I-7 4 1975-78 1979-82 

5548 4787 5811 





N 


% 


N 


% 


N 


% 


p value 


Gestational age 
















Less than 33 weeks 


81 


1.5 


51 


1.0 


29 


0.5 


0.001 


33-34 weeks 


59 


1.1 




0.8 


39 


0.7 


0.06 


35-36 weeks 


159 


?.9 


102 


2.1 


142 


2.4 


ns 


Less than 37 weeks 


299 


54 


192 


4.0 


210 


36 


0.001 



lUde 13: Hafneaan StaOf 
Changes la iMatifimdon tlx Birth Wd^t of Births Over 1^ 

1971-1974 1975-1978 1979»198 2 
N»5835 N«499i Ns:5963 





N 


96 


N 


96 


N 


96 


p vahie 


Birth weight 
















<1500 grains 


53 


0.9 


38 


0.8 


26 


0.4 


0.01 


1500-1999 grams 


60 


1.0 


50 


1.0 


45 


0.7 


I1.S. 


2000-2499 grams 


189 


3.2 


129 


2.6 


178 


2.9 


n.s. 


<2500 grams 


302 


5.2 


117 


4.4 


248 


4.2 


0.0) 


<250O grams, 37+ Tveeks 


UO 


2.0 


80 


i.7 


112 


1.9 


n.f.. 


<2500 tframs, <37 weeks 


173 


3.1 


124 


2.6 


129 


2.2 


0/Jl 
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These changes in care and reductions in low weight births 
resulted in significantly fewer transfers to neonatal intensive care 
units. 



lUile 14: H^foeiuiu 8tii4]r 


Chanfcs In Nnmbeif of tansiien Neoutal Int^^ 




1971-74 1975-78 1979^ 


Number of live Births 


5760 4946 5917 


Gestational Age of 
TYansfered Babies 
$d2 weeks 
33-36 weeks 
237 weeks 


Number ( ) and Rate per Thousand 
for Babies TVansfeired at Different GestaUonal Ages 
(27) 4.7 (2^ 4.6 (11) 1.9 
(17) 3.0 (17) 3.4 (19) 3.2 
(5^ 10.} (29) 5.9 (22) 3.7 


Total 


(102) 17.7 m 13.9 (52) 68 



We looked at this in terms of the savings in days of need for 
intensive care and pediatric care out of the maternity unit per 
one thousand births. The days in neonatal intensive care was 
reduced from 426 to 182 days and care in the pediatric unit from 
437 to 223 days. This makes an enormous difference in cost. 



Tdde 15c H^gnenan StaOf 

Redaction In latentive Care and Uoapltal Bed Dayi 
per One TbooHUid Lhre BfarOia 

Neonatal Hospital Days After Transfers and After 
Standardization for Duration of Care by the 1979-1982 
Period. For 1000 Sln^e live Births and for Gestational 
Age S35 Weeks and Exclud&ig Malfor^tions 

1971-74 1975-78 1979^2 

Days in neonatal 

Intensive care 425 296 182 
Days in pediatric 

department 437 320 223 



iERJC 



We have locked on neonatal mortality whicii was reduced from 
8 per thousand in the beginning to 2.7 per thousam! in tiie later 
period. With standardization we tried to measure what portion 
O ^ that was caused by better babies or by better care. 
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Table 16; HpgnciumStu4y 


Efifccts of ReducttoQ ofPietenn Births on 
Neonatal BfortaUty After Standardisation 


1971-74 


1975-78 


1979-82 


Neonatal deaths per 8.5 
thousand live births (47/5548) 


6.3 
(30/4787) 


2.7 
(16/5808) 


Rates standardized for 
gestational age distri- 
bution 1971-74 and 8.5 
oonfldonce Interval 


7.2 
4.8-9.6 


5.3 
3-7.6 



This Table shows that if the distribution by birth weight and 
gestation had not changed we would have had a reduction from 
8.5 to 5.3 based on improvements ia care alone. The reduction 
in preterm births resulted in a further reduction from 5.3 to 2.7 
deat i per thousand. 

In terms of preventing handicaps, we found over time that the 
number of abnormal neurological signs observed in the neonatal 
period per thousand births was reduced. 



TdUe 17; H sgnenaa Stu^y 



Changes In Abnormal Neurological Signs 
Observed In the Neonatal Period 

1971-74 1975-78 1979-62 p value 



Pietenn <37 weeks 1 1.0% 5.7% 1.0% 0.001 

(33/296) (11/192} (2/210) 

'ftnn37+ 1.1% 0.7% ai% 0.001 

(59/524^ (30/4599 (B/5601) 



The reasons here included: better obstetrical care, less anoxia, 
and less preterm deliveries. We do not at this point have the 
figures to show you that we were successful in reducing the ac- 
tual number of handicapped children. What we have liieasured 
is ^hose two points. We have lesr preterm births and we have less 
abnormal neurologic signs observed in the neonatal period so that 
^« can say we have reduced the risk for a ktp; lumdicap. 
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Hom; ctoe« prevention work. It works by reducing the rates of 
risk factors in the general population. 



TJJe 18! Haggensp Stui^y 

Changes In Rates of Ogh RUk FkedlctofB 
for Pietenn Babtes over Tfane 



1971-74 1975-78 1979-82 p value 



Previous pretenn 


12.5 


10.0 


8.3 


0.001 


<20 years of age 


17.4 


17.1 


14.1 


0.001 


>35 years of a^ 


8.4 


4.0 


3.1 


0.001 


Bleeding in trimester: 










Second 


7.1 


3.3 


2.8 


o.on 


nurd 


3.9 


1.7 


1.6 


0.001 



The number of womeu with a previous preterm birth was 
reduced in the population as a result of our policy, so that for the 
next pregnancy she was less at risk. The number of women of less 
than 20 years and those more than 35 were reduced by other 
means. We convinced them not to become pregnant. Bleeding in 
the 2nd or 3rd trimester, which is a predictor for a bad outcome, 
was reduced in the observation. These risk factors were reduced 
both in the Haguenau Study as well as in the National Study. 

So what does it cost? What are the advantages of this policy? 
There is a cost obviously. Work leave is b ms^or co^. What we 
have calculated is that 2/3 of this cost has been compensated by 
the reduction in cost in neonatal care. Meaning, that the real in- 
vestment for long-term is only 1/3 of the Franks involved. 

(Chamberliri) These are both paid for by the government? 
They would pay both for work leave and neonatal care? 

iPapiernik) Yes^butthey are not paid by the same adminis- 
tration. This is one of the problems. One says, I pay for that and 
the second says, I save for that but they have to speak together 
O netimes. 
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iChamberlud But it's the government that pays both of them 
(PapiemUd The Social Security system which is a eo called 
private institution. 

We calcukted the cost of yean of quality of life without handi- 
cap. If you gain one life at birth, you gain an expectation of 75 
years. If you do an intervention for a 76-year<old man, the brat 
you can gain is one year. So the cost of intervention, even if it's 
high, may be spread out over 76 years of life expectancy so that 
it comes to a very low figure compared to, for instance, the cost 
of a cholesterol lowering medication where one year of life saved 
costs from $100,000 in the best group 36 to 39 years to $1,000,000 
for the group of 60 to ^>6 years and this will become an accepted 
poliqr in your country as well as many others. You will pay 
$100,000 for one year saved by this policy and with prevention 
of preterm delivery, the real cost is $1,000 not $100,000. 

iCftamberlin) Dr. Papiemik, one of the things that I noted 
in your articles, you didn't mention the importance of having the 
mid wife go out into the community to follow the people that are 
hard to reach and it seems to me tha^.'s an essential component 
of all of this. 

{Pap Tnik) For a small number of women the only way to 

reach them is through home going midwives. 

(Albtmo) What is the percentage of two income households? 

(Papiemik) More than 60 percent of women are working. 

(AAano) Were there any national policies in regards to leave 
for men? 

(Papiemik) Three days. Not like in Sweden. 
(Berry) What's your percent of single head of households in 
France? 

(Papiemik) It*s really difficult now to measuie because for 
fiscal reasons the yoimg couples don*t marry anymore, for in- 
stance, in my department 40% of births are to single women so 
called but they are not living alone. The baby takes the name of 
his father which makes it diffiailt to determine the exact 
incidence. 

(Weiss) One of the things that interested me is that youVe 
tried to change what we call parental leave policy. As I under- 
stand it, our legislation, which hasn't passed yet, is primarily 
oriented towards post-birth leave and we don't have a lot of pubhc 
education around the need for prenatal leave. 

(Papiemik) Yes, one reason for your post-partimiloave policy 
is to increase breast feeding and this was really proposed by the 
pediatric community, thinking that life begins at birth which is 
ikot true. Life begins earlier. But we know that and the women 
£ ^^Q^ obstetrical community was not int rested in 
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going in. It was tiie same situation in France. But in France 
prenatal work leave was proposed by a pediatrician in 1933, 
Robert Debre. It was based on an international stuc^ one of 
the leading pediatricians in Europei Dr. Yulpo, who finmd preterm 
delivery was related to hard work. They collected information all 
over Europe by the League of Nations Office of Hygiene and the 
book is publii^ed in French. Howeveri you may remember that 
the American doctors were not part <k it because America was 
not part of the League of Nations at that time. I think that it's 
an historically interesting point that the idea of proposing work 
leave for pregnant women didn't pass the Atkmtic because of your 
decision not to join ttie League of Nations. All of Europe has done 
it before or after the second World War. It was an international 
European policy. 

iWeiaa) Is there also post-partum leave? 

(Papiemik) Yes, eight weeks. 

{Bauefi Your data is very descriptive of what you observed. 
Are you willing to go b^ond that in terms of hypothesizing what 
the mechanism behind it was? Specifically, Fve read materials 
that suggest that both reduction of stress and the provision of 
social supp<Mrt reduces preterm labor and your intervention, as 
I see it, provided both of those things. Do you have tiieories about 
that? 

{Papiemik) No. You have to put it in a hypothesis and test 
it. First, we have to show the prevention of preterm deliveiy is 
possible because some very bad studies in your country have said 
it's not possible. In Philadelphia, with inner city Blacks, a preven- 
tive program was not effective in a two year study. If you take 
men of BO years of age with a blood pressure of 200/120 and ask 
him to run, then youll find you can't prevent cardiovascular 
disease, in fiact, you'll have more. I think that this is a very im- 
portant point. It's impossible to make prevention work if you ad- 
dress a very hi^ risk group. Prevention works in the middle risk 
group by keeping them from becoming high risk. It's the same for 
all types of preventative policies. 

{Bauei) People will, in making polipy, be inclined to make 
decisions over what they think reduced preterm births. I could 
picture one poli^ maker saying that we should give all women 
a leave from work in the last two months of pregnancy and tibAt 
wiU reduce our rate of pienuturity. I can see another poUcy makw 
saying that what we really should do is get all women into a 
system of care» and we should La doing home visits wiUi midwives 
and provide all the support and that will reduce preterm births, 
and then somebody else might say we should do both. 
O {PapiemUd You're asking good questions. MHiiat should you 
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do? With the risk evaluation system you can adapt your policy 
to the needs. However, what happens, as for instance in France, 
is if you add more work leave to 20% of the working population, 
then other women ask for more for themselves because they feel 
that it's a comfort. It makes their life better and the relationship 
with the balyy better. So it was accepted in France to extend the 
work leave four weeks more only 1:^ prescription. So the mean 
work leave prior to birth is now 10 weeks, but it's not evenly 
distributed. It's related to the risk. If you cannot afford a lot, you 
have to choose those women for whom it will be effective for this 
type of intervention and another type of intervention could be ef- 
fective for another type of women. 

( Weiss) As I undmtand your program, what you did was: by 
public education you changed the employment leave poliiy , you 
tried to change dbstetrical practice, you did home visits, and made 
some kind of provision for somebody who would help in the home 
for those people who needed it, and tlien you tried to change family 
behavior by trsring to get the hiisband to be less demi>iiding ^ 
the wife . . . 

iPapiemik) Of helping even sometimes. 

(Weis^ Exactfy. So wlmt you're talking about is a conqirehen- 
sive policy which could be fine tuned with your risk assessment. 

(Papiemild Yes. 

(Weiss) In other words, your home visits might be targeted 
to the at risk people. 

(Papiernik) Probably home visits could be targeted to only 
those women with very low access to information. 

( Weiss) Ri^t So it's comprehensive but with the possibility 
of fine tuning it depending upon risk categorization. So really the 
answer to your question is, that you can't do one piece of thbs and 
expect the same results. 

(Chamberlird That's the key. 

(Papiernik) Yes.It'saveiy important statement It's a polii^, 
it's not a single treatment. 

(Chamberlini What is fascinating to me is what I heard about 
this approach in this country came through Dr. Creasy who 
translated it into a hii^ tech approach brinig^ 
and giving them a tocolytic drug to prevent preterm labor. Now 
it's also apparently been traoslatod into a high risk only aiqnrrach 
by the March of Dimes. Actuiilly, our culture missed the whole 
point 

(Papiernik) You didn't miss all points. You didn't miss 
technological points and the money making qrstem. 

(Jacluofd I just want to second that point because often times 
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the pieces that we do, we're often asked the question, ''Well, which 
pieces should we use? Which are most effective?" And the idea 
ia that there's something about the comprehensiveness of it. So 
that when people go out to eat they see something, when their 
kids oome home fttmi school they're getting sometibing, when tb^ 
go to work thqr're getting something, and also when they visit 
their physician, so that it really is the wholeness of it that is, I 
think, the most important part of it regardless of how much you 
limit the wholeness. I mean, you do have to make trade offs but 
there's something about the multiple levels that's really 
important. 

{Bauei) And that's a theory. What we're assuming is that 
you're more effective with a variety of interventions ar i I'm not 
Si re that that is necessarily proveu, but it's a theory I accept and 
it's certainly your presentation. Policy peqile will say that that 
may be redundant that b^ond a ^ertain point you're doing more 
thim is needed. So one is likely to encounter argument at those 
levels. 

(Papiemik) The answer is prevention ia always redundant, 
or it's not enough. Be careful. You have to have excess at every 
point of contact. This you have to accept. How many x*ray's for 
chest disease have we done to detect veiy, very few pulmonary 
diseases like tuberculosis. And so ev^ type of prevention is ex* 
tremely redund^t This policy is not as redundant as it could 
have been if not tuned on ride assessment. You can say that 60% 
of the women are absol ately at no risk and the specificity is good. 
It will predict that for this 60% then ^s only a risk of 2% for 
preterm deliveries. Whatever you do. L you give them 10 weeks 
of work leave, it will make no difference. Th^ have 2% because 
of some abnormaUty of the uterus or abnormaUty of the child com- 
pletely unrelated to what you can do with prevention. So that for 
the otiier 40 percent who are somewhat at risk and the ride is 
a progressive function, it's not black and white, it's wbite, and, 
gray and black only at the end. So with progressive tuning, you 
can do the best you can. We don't use a formal risk assessment 
procedure any more. We did a controlled trial in putting the risk 
assessment sheet in one of two prenatal care systems and adfter 
three dqrs, we found the doctors took the same decision whether 
a risk score was calcuteted or not. So this was prd^ly 
knowledge which was ahready tiiere. You can tune with the risk 
assessment and this is done at every prenatsJ visit. 

iChamberUfd And if the low viA person happens to be the 
sister of an adolescent pregnant women, who isn't coming in for 
care, you reach her through that channel. 
O (Batter) Would you be willing to respond to his statement 
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about fine tuning with the risk assessment? In many ways, isn't 
that slightly contrary to ... the approach you favor in terms of 
not basing them so much on risk . . . 

{ChamberUiii I would call them needs assessment I mean peo- 
ple have different needs and it's a semantic sort of thing, but I 
would agree that you don't have to plug in the 8ame pr ^am for 
everybody because people have different needs. I don't sec that 
as incompatible as long as you realize that you have to chwge 
the whole environmental matrix as well as the behavior of 
individuals. 

(Little You lost me now and I want to pursue this point. 
Emile said at one point that you tell the women she is at risk 
and why. 

( Weih But he also said later on that you can't just do that. 
You have to do all thes^j other things as well. Just doing that is 
not enough. 

(Littl^ There's some fundamental concept that we don't quite 
have structure to yet» and I think it's one of the areas that we 
get himg up on. The former president of the College of Obstetrics, 
George Rhine, who is a professor of dbstetrics interested in am- 
bulatoiy and prenatal care, feels very strongly that there is no 
such thing as a normal pregnancy untU it's gone to term and been 
delivered. And that's a fundamental belief in risk. You can't state 
it an3rmore clearly than that to me that no woman has had a nor- 
mal pregnane until she can look at it retrospectively. As long 
as we buy into that, then I think there's some fundamental prol^ 
lem in trying to apply what Emile has had to say here. You Imow, 
this risk thing keeps coming up again and again and I haven't 
heard it reconciled yet. I haven't heard Steve's question totally 
reconciled. 

(Berry) I think I heard that one thing was encouraging all 
women to get prenatal care early and there's a lot of general public 
media messages for informing the consumer at large. Once they 
get into a system, it's doing an individual needs assessment. Every 
woman ought to be approached from that prospective and given 
the minimum of education and support, but beyond that there are 
people that may need a more focused kind cf intervention. As 
science progresses, we may know a better package for 60% of 
women. We're developing our educational modules designed for 
the pregnant women who has diabetes. It's an entirely different 
educational model than the one you do for someone with diabetes 
versus someone who has twins. I don't hear a conflict, but it does 
sound a little confiising w^ . you say a 'needs assessment' ver- 
sus an at 'risk assessmet . 
O (Chamberlifd ^Vhat you're doing by a comprehensive ap- 
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proach is you're preventing people from bleeding in the 3rd tri- 
meater and going into preterm labor. You don't know who is go- 
ing to do it because it hasn't hi^ipened yet and you can't accurately 
identify those people ahead of time. 

{PapiemUd There is some predictability. For instance, there 
is a relationship between hard work and bleeding which has been 
established. If you propose work leave for women who are nurses 
this is related to their risk assessment and when you modify their 
work load, this is efifective in reducing the bleeding. 

(Chamberlin) But it's not just the people who are working 
that bleed, if you look at a sample of all the bleeders, they're not 
all going to be nurses who are standing up all day. 

(Papiemik) That's true. But this is one of the explanations. 
The women who bleed have more uterine contractions and if you 
aim you program at all women having uterine contractions, then 
you can protect some of them from having a second complication 
— bleeding. We are on the same wave length. LP you address these 
questions to all women, then you have access to reduce the risk 
inside the population. 

{Chamberlird Chris, you deal with this all the time. 

{ Jackson) Well, I'm just trying to figure it out. I mean, U;ere 
is a difference because we can look at the population at large and 
say 50% of you are likely to have cholesterol over 200 to 2x0 but 
there is a smaller segment of the population who is pregnant. So 
that's the difference. But beyond that we do use the concept of 
risk. We don't use the word 'risk' very much but we do, for exam- 
ple, with cholesterol screening. 

(Papiemik) What do you say when the cholesterol is very 
high? 

iJackaon) We do use the word 'risk'. But the screening part 
of it is really a channeling function. I mean, it really is to send 
people who are in need to . . . 

(Papiemik) This is a user ofyour system but pregnant women 
know tliat it's good for them to come to prenatal visits and then 
if you measure a short cervix at 24 weeks of pregnanpy or if your 
questionnaire says she's working 6 houn standing up a day, then 
riiVs at risk and you have to adapt something for her. 

(Jacksord About the use of the word 'ride'. I mean, we use 
it in two sentences in most of what we do and that's because we're 
duplicating what it is that's coming down from the National 
Cholesterol ISducation Program at NIH but in general what we 
say is, 'the lo wer it lit, the better and the lower it is, the healthier 
you're likely to be'. So there is a difference in the word but never- 
theless yf/tt do have to let people luiow whore they stand . . . 
O (Paphmild Yes, so let us accept this point. 

sis 190 



PRE-TERM MRTH PREVENTION 



169 



(Chamberliid I have no argument with that. 

(Albarud But speaking from the MCH administrator view of 
the world, we have to get the money and we have to justify its 
use. In lieu of a national policy or at least a policy in New England 
or a policy in New Hampshire, we do have to make choices in the 
sense of where we put our programs. I know there was an effort 
through a federal grant to try your preterm prevention prqject 
in Northern New England which, unfortunately, was not ftmded. 
I think that would have been a nice effort to actually take a look 
at the Northern New England states. Ilie discussion on risk in- 
dicators I think is a parcel. We need some way to choose particuUur 
areas to justify the funds, so that at the end of the process we can 
actually say we had an impact on reducing sometliing or increas- 
ing sometldng. We can justify to our legislators that witih this 
100,000 dollars we were able to save x-number of years of pro- 
ductive lifiB. In lieu of a national policy, what can we do to develop 
a program around your foundation in a specific geographic area? 
Do we match up education levels of less than 12 years to preterm 
births and say, 'this is our high risk area in such and such a loca- 
tion <uid now we're going to implement a community-wide ap- 
proach with your foundation to reduce preterm births?' 

iPapiernUt) It's a real pitty you didn't get that grant. I know 
of this story but why don't you do at least an epidemiologic case 
control study for preterm births here and then in Burlington and 
other hospitals. It would be easy to do for the last two or three 
years. You should be able to get some money to do that. I would 
say this would be the first step to let you look at geographical 
areas, for possible prevention of preterm deliveries. You have birth 
certificates, you have death certificates, you have a lot (tf data 
that you can use. 

iChcmberlih) I think the problem is, Charlie, if you just target 
all your re&'>urces to adolescents and you look at the data, only 
20% of low-birth weight babies come fh)m the adolescent popula- 
tion. Therefore, you're not hitting 80% of the causes of low-birth 
weight in your community. It's the same no matter what risk fac- 
tor you use. If you just target it to that risk group, you'll help 
that particular group but you'll never make an impact on the com- 
munity as a whole until you realize that you've got to target it 
toward the whole community. 

iPapiernik) Yes, that's it 

(Albano) But I guess the question is Bob. Which conmxunity 
do you choose. I understand that and I understand the historical 
nature of fimding on a categorical basis from prenatal care for 
adolescents. My question is, what community do you target? We 
y e're talking about that yesterday. Do you send out a request 
slLr proposals, or do you choose a high risk conmiunity? 
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{Papiemiki The question is what can you do best with the 
money you have in your hands. 

{Albamd Right. Do you choose an area or do you wait for the 
area to come to you. 

(Chamberlin) The criteria I would use is not only low-birth 
weight but also child abuse and neglect and iiquries. They're all 
connected to the same social factors. 

(Papiemik) Ah, be careful, be careful. You should study only 
one idea. 

{ChamberUrd I mean it's the same program providing educa- 
tion and support to stressed families. 

(Papiemik) Yes, that's true. But if you propose a policy to 
reduce preterm delivery, it's clear. It's obvious that the first 
beating of children is to have a preterm birtti. It's a severe beating 
of children you know and it helps to establish a better mother- 
child relationship if you have a successful pregnane. It will work 
splendidly. So I would say, even if you have many other programs 
in competition, this is a splendid one that addresses completely 
to the whole population of pregnant mothers to be, but you have 
to focus it. 

(RubifKd While we do have multiple sites around the -state, 
we do not have sites in every community in which there's a pecula- 
tion center. We have used a multifactor risk profile of a number 
of the variables that Bob talked about as one piece the infor- 
mation we use to decide where grants are made. 

iChamberlirii Is it a risk for community or risk for ... ? 

(Rubimd A risk for community not for individuals and once 
we've established that as a part of a series of things we want to 
look at, then we look at trying to saturate that community. We 
don't tj^ to determine individual risk profiles, which I thinJ^ are 
fairly unreliable in the conceptually sloppy work that we're doing 
right now. I mean, we don't know enough to be determining that. 
I tiiink there is a strong value in the broad sweep and having the 
advantage of better functioning families mixing witih poorly flmc- 
tioning families and there is clearly some redundancy. There are 
a lot of kids who come into our programs who probably would have 
done just fine without our programs. 

iChamberlird Butyoucan'ttellwhichones very accurately. 

(Rubindi Right. And I think tiiat's a somen^t cUfferent imie 
then recognizing that the individuals who come into your pro- 
grams are in fact individuals and they need different Odng^ from 
the program and you're not going to know what they nMd and 
when, so what you need is to have a fairly comprehensive array 
of things and a system in which they can make tike program work 
r themselves. 
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(Albano) The question that I have though is from a practical 
8taiifi^x>int Do you put the RFP out in this part^ 
agencies to Bpply for your monqr? I think this is the crux of tiie 
matter because the i^ has to be sold. Pteple in the annmunity 
have to be educated and as we tallrad yesterday there are those 
communities and organisations who Bpply for eveiything, and 
thm are those people in communities that we can identify in New 
Hampshire wIk^, based on {nrevious needs assessmmt and hi|^ 
risk indicators, are in great need of eveqrUiing but th^ 
the (u^anixational sk&ls or motivation to aiq;>ly. So the questions 
iB 1) how much time do you put into a community to develcq) that 
community so they can get sq>histicated enough to eipplft and 
2) do we pick them w do we wait until they pick us. 

(Rubtiud ffyottVe starting witii a brand new concept, I wmild 
say that you need to have a match between something that you 
want and some readiness that th^ have. You don't start with 
your hardest place where you're going to have the least probable 
inq»ct . And I think that lUtimatel^ you want to get to that point 
but you want to be able to develop the communities capacity to 
mobilize around the issues that you're concerned about. If you're 
starting a new poliqr and you're starting to build that constitu- 
enqr, don't start in Uie hardest place. I mean, the risk variables 
that I talked about that we developed for the whol e state was mly 
one of the variables we locked at in analyzing the req>onses to 
our request for a proposal because it needed to be matdhed with 
someone who we felt had a good idea and a credible capacity and 
history to make that idea actualty luq[>pen in that community. 
It was one of the things we looked at but it wasn't ti^e only thing. 
When we had two competing ideas of equal merit and agencies 
we felt had equal cq[»dty, we may have tended to pick the hifl^er 
risk community but it was in tandem with other things. And I 
think in particular, if you're starting with something new, don't 
start in the hardest place. 

{Mitchell My sense is that your data is suggesting that we 
should be starting with well educated, e^uent women, we've 
learned anything from social poli^ changes in day care, the push 
came when women who needed it said they needed it and con- 
vinced their husbands that they needed that and . . . 

(Papiernik) In our conmiunity, when we were successful in 
convincing the women at least risk, then we were successfrd in 
spreading out the idea. 

{MimieW In this country, most ofus who were relatively well 
educated, were taught that there were no problems with preg- 
O 7,80 we pushed for postpartum leave. Most of' us were read^ 
ER^C^ anything that our doctors told us to do during pregnancy, 

^ ♦ 1 Q O 
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at least I was, but you were never told that there was any chance 
that something could go wrong during pregnancy. 

(Popiemik) In your country preterm deliveries are considered 
a minorily problem. It's not true. This is one of the reasons that 
Northern New England didn't get the grant You were not bad 
enough. You were not minorily enough. But you had a rate of 7% 
for preterm deliveries and 6% for low-birth wdght and if you com- 
pare these to tl^ rates of Sweden and Norway whidi are 4%, then 
you are very bad. I agree with the statement that, if you tiy to 
reach only the very high risk mothers, you will not succeed. You 
have to convince the well educated peq>le because it's a social 
change and such a change comes throu|^ the well-informsd and 
well-educated women. Tbey wanted to reduce their risk from 4% 
to 2% and we were succeed in helping them do that in France. 

iWeU^ Goingback to CharUe's point that one of the inrt^lenis 
with RFP's coming either from a federal level or fit>m state agen- 
cies is that they are so often unidimensional — th^'re targeted 
at adolescence or th^'re targeted at dc^ care or very specific 
things, and the model that I wa^ talking about yesterday in 
is a coordination system that we've develq;>ed extensively for han- 
dicapped preschoolers which is becoming increasingly, I think, 
services fyr a wide array of young children and their famUies. litis 
has created the potential within the community for a whole range 
of agencies coming together through this coordination system to 
respond to an RFP from a much more community-wide basis. So 
that agencies who deliver a whole variety cf services are much 
more in a mode to coordinate those services over time than they 
might be in some other places. They are also more able to respond 
creatively to an RFP that may be targeted at one segment of the 
community because together th^y can figure out tha^ 
in such and such away , that funding will help us do what the RFP 
is about but it also ¥dll help us do these other things as well. So 
you may want to help those communities that you think really 
need help and need the services the most to come together col- 
laboratively to reqKmd toyour RFFs ratiiw than just a particular 
agenqr which might or might not develop the technical expertise 
to write a grant. Help them collectively to pull together that ex- 
pertise and think of how the fimding is going to help solve more 
than one of their community problems. 

{JadiBOfH Another way to look at your question is to start 
with another question which is: '"What is the smallest unit of in- 
tervention within which the conqinehensive qiproach is possible." 
I have a list here of the Health IVomotion and Resource Center's 

^ded communities which ranges in size from the states of 
^ [^(] vado and Montana to ur^ 
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So how th^ dedde the umt of interventicm is an imj^^ 
tion. I think it's what is the largest unit in which you can expect 
to have a sense of community , rad what does that mean. It means 
a shared purpose, and it means an ability to coordinate program 
efforts to puU off this kind of comprehensive results. 

(Pofpsemiik) Yes, we wore q)eaking about results and one 
obstetrician delivering 100*200 babies a year has no measure of 
the value of his w<nk. He has no way to measure if he has 4% 
mr 8% of preterm deUveries because one bal^ or two babies will 
die per year per obstetrician so that this dMcribes very clearly 
that the one obst^ridan unit is too smaU. It's impossible to make 
him understand what he's doing. But he has to have the personal 
result <rfhis work. Then the unit is to be somewhat bigger than 
100. At 1000 it begins to be clearly measurable. 

(Albamd The 1000 number was one that we used for the 
development of the WIC program that I was involved with in 1974 . 
We jurt couldn't start a program Willi five people 80 we had a cut 
off of 1000 peq>le per site. TUs way you could mobilize your per- 
son power in the sense of an appropriate number of nutritionists 
and people who could intervene in the social welfare of the client 
\ and make deliveries in the practical sense . You had to have a cut 
off, axul that's what I wanted to touch on again and we could do 
that tomorrow. But yon have to have some numbers. However 
you determine them, there has to be a number that you work with 
80 that you can have those agencies vdth those multipurpose 
points. 

(Chamberlin) We'll certainly touch on that in Scandinavia 
because th^'ve determined what makes a reasonable catchment 
area for a variety of prc^rams. 

iPapiemik) biScandioaviath^ have recently decided there 
is no way to have a birth place for less than 1000 births per year. 
This is one of the nugor decisions th^ have made. 

{Bauer) Thecommentthat was made that maybe we should 
direct our resources to the more educated mothers and their 
families because ih^'re most amenable to change indicates how 
complex this whole question is because another way of looking 
at long-term outcomes, is to look at the outcome of the children 
who are bom prematurely. There is a body of pediatric literature 
that suggests that if you wanted to predict who is going to do best 
in the long run at the time of birth among the low birth weight 
babies your best indicators would be the education and social 
status of the family. That could perhaps then be made into an 
argument that if jrou're goinu to be born prematurely, it's best 
^ ^ born into a faniily tlmt has means. And to prevent pre^ 
E R^C ^^*^ ^ advised to put that effort in, even if it's harder. 
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to modify the bdiavior of somebody less educated, who is the per- 
son who needs the effort more in terms of the outcome years down 
the line. 

iPapiemik) I would not accept that 

(Baueii I think, there's enoui^ truth to that to raise the com- 
plexity of the issue. 

(PapiemiK) We have followed the newborns in Haguenau and 
looked at them at 6 years, at the time entry into the school 
^stem. Even if you are rich and very well educated, to be bom 
preterm midEes a difference. Your baby can be retarded if it's b(m 
preterm, lliis is the result of our observation. You cannot modify 
the social gradient of the mother or the f atiher . You can tell her 
to participate in a program that all women will be involved in 
even if the rich and more educated will profit more immediately. 
The basic idea is to spread out the prq>osal for all women in the 
community. Obviousfy, the more educated will use it immediately 
and the others Mrill wait until th^y are convinced. To convince 
the well-educated you have to tell them that their baby at term 
is much better at 6 years, in the school qrstem, compared to a 
baby bmm preterm, even for them. 

(Weil^ I had one other question about getting your govern- 
ment to look at the reduced cost related to reducing preterm babies 
conqmred to the increased cost for the work leave. Since these 
costs are paid out of two different parts of your system, cost sav- 
ing in one woulcbi't matter much to the decisions of the other. 

(Papiemild Yes. This data is only to convince you because 
nobody in our government looked at it. Politicians are not in- 
terested by reality . We have sold them the qrstem on that political 
cost-efftetiveness calculation 16 years ago and it's written that 
we vdll save money by preventing preterm babies but we had no 
data at that time that th^ could look at and yet they gave us 
money. Further more, when the results did come out, they didn't 
look at it. 

(Weiss) I think this discussion reflects an interesting dif- 
ference in cultures and, as I understand Ftench poli^, given your 
birth rate decline in the 19th Century, you really pursued in the 
20th Century an aggressive prenatal policy. 

(PapUmUd We tried to. Yes. 

( Weiss) But I think this speaks a different view of the value 
of children than we have in this country. 

(Papiemitt) I would not say that. You are paying how many 
dollars to care for babies in intensive care? 

( W€i»i^ I don't dispute that. But the point you just made is 
interesting in the sense that in this country cost ^ectiveness 

ks loud and clear whereas your saying you sold them on this 
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potii^ 15 yean ago and nobo^ has ever checked the boo^ 
if it is woriung. In our government th^ would. 

(Papiemik) Ah, 15 years after, you have yet to estabUsh the 
effectiveness erf* the WIC program. 
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SCANDINAVIAN EXAMPLES 



Commttnity Wide Approaches to Promotliig the 
Health and ilevelopment of Families with Children: 
Examples from Scandinavia and Great Britain* 



In looking for workable examples of community wide ap- 
proaches to strengthening families, one is immediately led to the 
Scandinavian Countries. Programs in these countries have all or 
most of the basic charactmstics we see as needed for an ^ective 
and efficient service system. These include a defined geographic 
catchment area with an adequate population base, a onnrdinating 
council made up of local residents, a comprehensive array of high 
quality non deficit oriented programs open to cdl, and stable long- 
term funding based on national legislation and cost sharing be- 
tween national and local governments and consumers. 

These countries have many sindlarities to the United States 
in terms of a long tradition of democratic government, a mixed 
economy that is predominantly (86 to 90%) private enterprise, a 
high standard of living, a high quality health care system, and 
hi^ value on local control of programs. They are fiftoed wi^ many 
of the same economic and demographic changes: a falling birth 
rate and an increasing number of senior citizens, hi^ divorce 
rates and births out of wedlock, an increasing number of single 
parents, an increasing percentage of mothers with young children 
entering the work force (70-80%), many young families moving 
to the cities and living away bom grand^iwrente and other relatives 
who used to be available to help out with emergencies in the past, 
and a changing work scene with the economy shifting firom 
manufacturing to a service industiy base. 

Majm differences are smaller size (population 5 to 8 million), 
a more homogeneous population (althou^ this is changing some- 
what as large numbers of foreign immigrante are settling in the 
larger cities), and markedly different attitudes about the impor- 
tance of health and social welfare programs to prom(^ the health 
and development of fieunilies. This latter fact is bom out by the 
willingness of local residento to vote in year after year the tax 
rates necessary to fund these programs (40 to 60% of gross income 
for middle class families). 

^p is is an expanded vmrsion of the conference presentation. 
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Bbtha, biftnt lioftalltj Sale. Iteufe Pienui^ Rates 
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Japan 


1489.7 


6.0 


1.2 


5.1 


Sweden 


93.7 


6.4 


3.8 


4.4 


Finland 


65.1 


6.6 


43 


4.1 


Denmark 


51.8 


7.7 


4.2 


5.5 


Great Britain 


729.6 


9.6 


8.6 


7.0 


United States 


3669.1 


10.7 


13.7 


7.4 


New Hampshire 


12.6 


10.2 


10.0 


5.9 



When coiiq)ared to the United States, all these countries have 
significantly lower rates for births of low-weight babies, perinatal 
ami in&nt nunrtalily, induced abortion, adolescent pr^nanpy, and 
child abuse. There is also some evidence suggesting lower rates 
for the types of mild mental retardation that are thought to have 
a significant environmental conxpomnt That these low rates are 
not artifacts related to the diflferences in size and ethnic diversi- 
ty is brought out when one sees that they are also lower than the 
rates ot small ethically homogeneous states such as Maine, New 
Hampshire, and Vermont. What do families in these countries 
get for their money and how are all these programs coordinated 
and integrated? 
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SCANOMAVIAN EXAMPLES 



BASIC BENEFITS PROVIDED 



Income and Job Protection with Flexible Work Schedules 

These include: universal sickness, disability, and unemploy- 
ment msuranoe; basic and supplemental reti^ 
tuition for academic and vocational training, and job reti aining 
and asdstance with relocation for those di^laced from jobs by 
a changing economy. These benefits are available to both part 
time and ftdl time wooers and are not lost when a person chan^ 
or loses his or her job or works part time as happens in the United 
States. 

Mothers have up to a year of paid maternity leave and this 
can be q>lit between mother and father in Sweden* In Finland 
and Denmark, there are several days of paid leave available for 
care of a sick child in the home and in Sweden, up to 60 days cf 
paid leave per year can be taken in this way. Mothers of young 
children have Uie option of taking longer uiqudd leave or work* 
ing six hours a day until the yoimgest child is age six. Tliere is 
also paid educational leave for those wishing to upgrade their 
skills. 



Financial Assistance and Housing 

Cos A A//bu;ances; A yearly cash aUowanoe is provided for each 
child up to age 1 6 with additional amounts added for a premature 
baby (up to age two) a child with a handicap, a single parent, five 
or more children. A cash allowance is also given to non-working 
mothers for six months during her pregnane. 

Child SuppoftFot divorced mothers, child support is provided 
by the local community who then assumes the rosponsibUity for 
collecting this from the father. 



Housing: Subsidized housing is provided for low income fami- 
lies and temporary living quarters are provided for up to a year 
and sometimes two for mothers with young diildren coming ttom 

an unstable living situation. This is one rfthe only programs that 
is means tested. 

o 
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Accenlble Preventive and Sick Care Health Services 

Preventive/Promotive Health Services: In all these countries, 
there is a nationwide network of maternal child health services 
provided in neighborhood maternal and/or child health centers 
and/cr throu^ ^me visiting niurses. These include parent educa- 
tion and counselling as well as immunization, monitoring of 
growth and develq[>ment, preventive dental care, prenatal and 
postnatal care and family planning. These may or may not be in 
the same location as primary health care clinics staffed by general 
practitioners in Finland and Denmark and a mixture of general 
practitioners and pediatric and obstetrical specialists in Sweden. 



Sick Care: Subsidized primary care includes outpatient visits, 
x-rays and laboratory tests, prescribed pharmaceuticals, and 
transpwtation to and fircm rural areas without a good public 
transportation fifystem. These services are general^ provided 
without cost. A nominal fee of $7 or $8 per day is paid by the pa- 
tient for in-patient hospital care. On the average there is about 
one primary care clinic per 10,000 population staffed with 3 to 6 
general practitioners and one regional hospital, per 300,000 
population staffed with specialists providing back up consulta- 
tion and treatment. A private practice option is kept open in ^ese 
countries paying specialists on the basis of a 36 hour week and 
allowing them to earn extra money through private consultation 
during off hours. About 20% of outpatient visits are to private 
practitioners in Finland and Sweden. National health insurance 
covers about 36 to 40% of the costs for private consultation and 
the patient pays the rest. 

In Denmark, where an independent physician organization 
contracts with the state, two options are available for patients. 
If the consumer elects to go through the general practitioner for 
all care these is no charge for referrals to specialists, but the pa- 
tient can only change primary care pl^sidans once a year. The 
second option allows unlimited choice <^ general practitioners or 
specialists but the consumer must pay part of Ihe costs. 

Most primary care centers have rehabilitation services for 
those with handicannng conditions or chronic illnesses. These sw- 
vices are backed up by specialists available in each county. Ex- 
pensive specialized equipment is also provided at the county level. 
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Programs for Childreii and Youth 

Ik^ Care and Preschool Programs: There is a neighborhood 
network of high quality BubeidiMd day care and prewhool pro- 
granis available on a priority basis for working moti^^ 
students, single parentSt and tm children in need of special ser- 
vices because of handicc^^ developmental ddays and/or unstable 
or stressftil living conditions. CSenter programs are neighborhood 
based and directed by teadxers with three years of training in early 
childhood education* Roughly about one third of the cost is pro- 
vided by the federal govammentt one third by tlie loral govern- 
ment» ind one third hy the parents. 

Day care and preschool programs are neighborhood based and 
under the supervision of social welfare rather than education 
because it is felt that social services are more oriented toward 
families and parent education than the school qrstem. There are 
f ewt if any, day care programs in business setthigs because if is 
felt that children should get to know the neighborhood children 
they wiU eventually be going to school with and not be sul)9^^ 
to changes in setting when the mother dumges jobs. 

Family day care mothers receive shwt term training, are pro- 
vided educational materials, and limited to having no more than 
four children at any one time including their own. Their programs 
are monitored for health, safety, and educational content by early 
childhood educators and healtii care providers empl(^ed or con- 
tracted for the local municipality. 

Youth Programs: After school programs for children 7-10 are 
usually available in center based day care settings while youth 
dubs run by the municipality recreation department are avidlable 
for older children. Tliese include instruction in bike and car repair, 
sports, music and dance, crafts, etc. 

Parent Drop In Centers: In Sweden, there is alsc an extensive 
network of open day care centers where non-working mottiers in 
the area can drop by for coffee, or to participate in scheduled ac- 
tivities while somebody minds their children nearby. Sometimes 
this is a flat in a high rise apartment or takes place in a section 
of a conununity center which is available in most areas of this 
countiy. This has been especially helpAil in breaking down the 
isolation of newly arrived immigrants firom places such as Turk^, 
Bangladesh, or even nei^iboring Finland. An interpreter is avail- 

for different countries on a regular schedule. These places 
) 1 referred to as open day care centers. These are not available 
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in Fmland and Denmark exoqyt where a private organization such 
88 Mothers Aide in Denmark has established some centers in big 
cities. 

Other Family Support Services: Local or county social service 
departments provide family and child counselling services and 
trained home helps to help with household and child care in times 
of family crisis such as having a mother die or be hospitalized 
with an illness or emotional problem. Low income mothers with 
stTMsfol living circumstances are provided one or two weeks of 
paid vacation with or without children at a local resort. 

Programs for the Elderly: In addition to these programs for 
families, child^n, and youUis, there is a similar extensive net- 
work of services for the elderly including drq) in centers, meals 
on wheels, assistance with home care, housing allowance, and or 
service flats, subsidized cultural events, hobby and recreational 
programs, and transportation. 



EVOLUTION OF PROGRAM DEVELOPMENT 
THROUGH LEGISLATION 

Funding: All these programs are funded through a combina- 
tion of taxes, social insurance, and user fees. The legislative time 
table for putting maternal and diild programs into operation for 
all these countries is roughly as follows: 

YEARS 

ESTABUSHED PROGRAM TYPE 

1930's40's Neighborhood Maternal Child 

Hedth Services. 

1950's-60's Job and Income Protection 

Healtii Insurance 

Paid Maternity and Paternity Leave 

1970'8 Dental Programs 

Abortion on Demand 
Child Care 

1980's Parent Education 

Joint Custody 

The legislation insures that all communities provide certain 
minimum basic services but the actual level at which they are 
F R I ^ orgmuzed, coordinated, and monitored 

to the local and/or regional popularly elected councils. 
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RATIONALE FOR PROGRAMS 



When asked how they can justify spending this much money 
on human services, providers aiid consumers are likely to respond 
with one or more of the following: 

Families should not be penalised economically for having 
children; hi^ quality services should be accessible to all commun- 
ity resictonts regardless of the type of problem, geographic loca- 
tion, or income level. A nugor emphasis should be on prevention. 

Other frequently npressed values are: Women should have 
freedom of choice as to the number and spacing of children and 
that children have the right to be wanted when they are bom. 
Consumers should have some choice over health care providers 
and there should be local control over how services are delivered; 
educational day care programs are beneficial to ^ child and equal 
access to educational qiportunity must be maintained; subsidized 
day care is necessary for children who need special care and en- 
couragement in their development. 

Some quotes from official publications are as follows: 

'The health and welfare of the citizens are a prerequisite for a 
harmonious and well functioning society." Danish Minister of 
Interior. 

"It shall be the duty of the local social welfare committee to 
supervise the conditions under which children within its area live 
and to support their parents in the upbringing and care of them." 
From Denmark's Social Assistance Act of 1974. 

'The task of the social service is to help create a favorable 
environment in order that the need of individuality oriented 
means tested programs will be reduced." Sweden. 



ORGANIZATION OF SERVICES 



Each country is organized at three levels of administration: 
national, regional, and local. At the national level, health and 
social service polipy is developed under one or more ministers ap- 
pointed by the president (Finland) or prime minister (Sweden). 
Each minister receives information and advice from a board ^ 
lay persons and professionals witib special knowledge and/or in- 
terest. For example, in Finland and Denmark there are separate 
ministers of health and social welfare and each has iU. own ad- 
visory board of professionals. Sweden has one minister of He^th 
*^d Social Affairs and one advisory board of health and welfare . 
• T n )B ministers and board are responsible for providing informa* 
^ II to Bsrliament, drafting l«|pslation, devc^^ 
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and setting general prlk^ guidelines. They also prqpose an overall 
budget and wwk out regional reimbursement meUiods to insure 
equal access to services regardless of where one lives. 

R^ional administarmtion takes the form of counties (Denmark 
and Sweden) or provinces (Finland). In addition, some coimtries 
are divided into regional hoqntal districte whk^ 
the political divisions. Each region or hospital district has an 
average population base of two to three hundred thousand peo- 
ple. Large cities such as Stockholm and Copenhagen are also 
organised as a region rather than as a local municipality. The 
head of regional government is q)pointed by tibe president 
(Finland) or selected from elected officials making up the county 
council. 

Local government is in the form of municipalities or Kum- 
muns as they are called in Scandinavia. These can consist of a 
medium sized city 100,000 pecqile, an area of twenty thousand 
people with several small towns, or a sparsely settled rural area 
of 6,000 Tpeople. 

Following the general guidelines issued at the Federal level, 
local governments make up five year plans outlining projected 
needs for personnel and facilities. Regional administration puts 
these together and forwards them to the national level. The 
Minister of Health and his or her board look at all the regional 
plans and allocates resources according to naticmalfy established 
priorities. These f^ds are sent to the regional government which 
in turn allocates them to local governments in their region on 
the basis of regional priorities. Both county and local govwnments 
have the authority to raise revenues through taxation and pro- 
grams are financed through a mix of federal, state, and local taxes 
and user fees. 

In Denmark, county government is responsible for the special- 
ist staffiad general hospital inpatient and outpatient rare cfystem 
and the midwife run maternity centers which provide most of the 
prenatal and post partum care. These maternity centers may be 
f^ standing or attached to a regional hospital where almost all 
deliveries take plact. In addition, county gcemment, through 
their health and social service committees of elected represen- 
tatives and their administrative staff, oversee the management of 
specialized institutions for severelv physically and/or emotionally 
handicapped persons. The county is also reqx)nrdble for the men- ^ 
tal health care clinics. Finally, ih^ are in diarge of monitoring 
the primary health care system established throu<?h negotiations 
with an independent body of general practitioners. Local govern- 
ment is responsible for the home visiting ch?ld health and district 
the dental care and school health piograms, and all the 
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day to day sodal seivioes induding chUd cm 
helps. 

In Finland, the countiea are also responsible for qiecial care 
services such as mental health dinics, programs for the handi- 
capped, and ii^Mtient psychiatric and TJ3. hoq^tals. Local 
ments, however, are reqxmsible for all day to day services in- 
duding primaiy health care, diiM care and youth programs, home 
helps aiakd other sodal services, maternal and child health preven- 
tive programs, dental care, wdmA health, care of the elderly, home 
nursing, and rehabilitation. However, siMe it has beoi detennined 
that a minimum population base oS about 10,000 persons and at 
least three general inractitioners are needed to pitni^ 
primary health care system and since the average population per 
community is about six thousand, it is necessary in smie areas, 
for two or more communities to join together to form an adequate 
sized health district There are about 461 local communities in 
Finland and 213 health care districts. About half of these are 
federations of two or more munidimlities. In a like manner, com- 
munities form larger federations to form a population base of dKmt 
three hundred thousand to support a specialist staffidd regional 
hospital. Eadi munidpality pays for a set number of hospital beds 
according to their pc^nilation. 

In Sweden, the county councils oversee the entire health care 
system indudhag primaiy health care, maternal and ch^ 
tive programs run Iqr nurses, and q^edalist stafiFed 1^ 
commuidties are reqmnsible for social services wUch indude child 
care and home helps. 

In all countries at each level, programs are monitored by a 
health and social service committee made up of elected officials. 
The services in turn are administered by dvil servants working 
for the local or regional government. 

CONTENT OF PREVENTIVE HEALTH SERVICES 

Prenatal Cc^: In an uncomplicated pregnancy, the average 
expectant mother makes 15 visits with about twelve to tibe mid- 
wife or public health niurse and three to the physidan. Besides 
monitoring the health status of the mothor ai;d fetus, informa- 
tion and counselling are provided on nutrition, smoking, use of 
alcohd, avdding expoeure to other Unuc substances, and on other 
factors that can influence pregnancy outcome. Ghtmp sessions are 
held covering such topics as physiologic and emotional changes 
during pregnanpy, preparation for labor and delivoy, 
J^nn for breast feeding, and information on child q»acing. If a a»n- 
CD ipcatir- is suspected or the mother falls into a risk category 
sause of previous difficulties or a hi|^ "k^S*^ ^ situation, 
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aha is referred to the regional hospital and followed iq> hy the 
hofi^tal midwife and obstetrician. Each community baaed mid- 
wifb foUowa about 60-100 womra at any one point in time. Stand- 
ardiwd recwda are uaed acroea the country in all clinica and 
hoqiitala. 

ChUd Health Care: During the firat year of life the child ia 
Been about ten timea for well ^d viaita-ae ven by the nurae and 
three hy thephsraician. In Denmark, the child health nurae worka 
out of an office in the aocial aendce department and makea all 
^er viaita in the home. In Finland, the child nurae worka out of 
a maternal child health center which may be free atanding or at^ 
tached to a primary health care clinic. One or two home viaita 
are made ahortly after the child ia bom, but the rest of the viaita 
are held at the center «a the mother doean't come in or has 
aome apodal pr6blem. ui Sweden, the child health nurae works 
out ^ a materaal child center and doea a home viait ahortly after 
tte child ia bom and again at about ei^t montha of age to check 
for hearing and to educate the mother about what ahe can do to 
prevent ii^juriea in the home. In Finland and Sweden, group aea- 
aiona are hdUl at the centera to go over baaic child care ted 
atagea of child develcqmient, and management of common prob- 
lema. Fathera can come to theae alao and aome do. A more detiu^ 
develq[)mental aaaeaament ia conducted at apecified age perioda 
such aa 4 in Sweden, 18 montha and 4 in Denmark and 2 and 5 
in Finland. Conunon forma for recording prenatal and well child 
care are available throughout each country. The child health 
nuraea do not do conq^l ete phy aical exama uaing a stethoscope and 
otoscope. 

Eaich nurse is responsible for Mowing about 4- or 600 children 
under seven with no more than about 60 to 80 under one and 140 
under age two. This means that it is unusual to see a family more 
frequent^ than once a month. In Dmmark, with all home visits 
the average is about 7 visits during the first year. A typical day 
for the DaSoish home visitor is five one-hour home visits, two com- 
plicated and three routine. Only about 20% of families are thought 
to need r^ular home visits aft^ the child is one year of age. About 
60% of familiea receive r^ular visits up until one and in 30%, 
visits have ebapped before the child's fi^ birthday. In Finland, 
whflore meet motiiers and children are seen at the neighborhood 
center, the nurse may only do about five home visits a week and 
the average per child is two the first year (tf life. In Sweden, the 
nurse usually makes one to two home visits a day with w 
nf tKree per child over the first year of life, 
c n Yr ^ii^^ ^ during dey time hours on weekdays. Some 
evening sessions for working moi&ers and some have call- 
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in times at noon. Clinics are generally not open on weekends. 

Quality Control: The bulk of the preventive child health and 
prenatal care services are carried out by special^ trained public 
health nurses. The general training for them prnons is a 2)4 year 
genwal nursing program, a one to two year work eqmience 
followed a year of focused training in maternal child health. 
Hospital based midwives ^o do most of the normal deliveries 
have had one or two additional years of training. The bulk of 
primary care is performed by general practitionm who have had 
about five and a half years of postgraduate training after medical 
Bchod. In Denmark uid Finlimd, general pra^ 
these nurses seeing an npectant mother two or three times dur- 
ing a normal pr^poancy and the child two or threetimes during 
the first year. F^diatridams and obstetricians remam 
hospital and only see patients as consultants. In Sweden^ altho«^ 
generally hospital biued, some pediatridap^ and obrtetridans 
work in the community with the maternity imd child health 
nurses taking the place of or alternating with the general practi- 
tioner for preventive work and sometimes for sick child care as 
well. These community based q)ecialists often are reqwnsible for 
the quality of care in a health district. 

Staff at day care centers generally consists of a director with 
two car three years of graduate level training in early childhood 
education and several assistants with one year of post secondary 
school training. Some helpers also have one or two years of voca- 
tional school training. 

School Hecdth Programs: After the child enters the public 
school system at age 7, health education ^nd monitoring is taken 
over by the school nurse, who does annual measures for growth, 
vision, and hearing. Health Exams by a school physician are con- 
ducted at ages 7, 11, 14, and 17. One nurse is responsible for 7- 
or 800 students and one physidan per 1000. In Finland, the nurse 
monitors the school environment as well as Uie diild, looking at 
sanitaiy conditions, safety, and the dimate for emotional health. 

An ejctendve pn^ram in sex education is carried out throu^ 
the primary school grades in all three countries. In the first four 
years (ages 7 to 1 1) this is part of a general series on how various 
systems of the body work and is carried out by a regular teacher. 
At ages 12-13 changes assodated with puberty and boy/girl rela- 
tionships are discussed by the school nurse. Contracq^tion is 
discussed with 14 and 16 year olds also by the nurse. Some infor- 
mation is conv^ed about how smoking, cdcohol, and nutrition sf- 
^-^^ the growth of the fetus, but not mudi is given on stages of 
J C ld development and what parents can do to promote a child's 
MSlopment aflw it is bom. 
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A school psychologist and social wcnrker are available for back 
up with complicated problems. In Denmark, each county has a 
neurologist and child pqrchiatrist available fw consultation on 
learning problems and a compr^ensive multi discipline evalua- 
tion center is located in Kopenhaven. 

PtograniB for Handicapped Children: In Denmark, the names 
of children born with a handicap are sent to the local municipal 
authority who sends a visitor to the home to assess needs and to 
facilitate resource access. A register of hmidicapped children is 
kept to insure that none get lost firom sight 

Children identified as having developmental delays in primaiy 
care settings are referred for more extensive evaluation hy a school 
or social service enq>loyed psychologist or to a pediatric qiecialist 
or multi discipline team baiaed at a university hoq>ital. Low birth 
weight babies are followed by pediatricians. In Finland, speech 
therapists and p^chologists are available on a regular schedule 
at the maternal child health clinics. Most children with mild to 
moderate handicqis are followed in r^ular day care wd preschool 
programs with special facilities reserved for those with severe 
disabilities. 

In Denmark, hospital beds are available for severely handici^ 
IK i children to provide respite for parents who want to take a 
snort vacation or have a free weekend. In Sweden, residential 
areas promoting independent living for moderately handicapped 
persons are integrated into regulw housing developments. Ex- 
pensive electronic equipment is available from county centers and 
supplied at no charge to facilitate mobility and self care. 

Dental Core; In Denmark, dental care is free up to age 16. Pro- 
grams in preventive dentistry are introduced in day care, institu- 
tions, and schools. In Sweden, dentists come into the child health 
clinics for an exam and education when the child is 6 and 18 
months of age and 3 or 4 years old. In Finland, dentists are based 
in the maternal child health centers and participate in the ex- 
ams on a regular schedule. 



COORDINATION OF PROGRAMS 

The wealth of services provided by these countries also pres- 
ent problems in coordination. Primary health care, prenatal, and 
child health care are carried out by different persons, sometimes 
in different locations. Prenatal care is carried out by a nurse in 
^ Y immunity but the mother is delivered by a different nurse 
>JJ^yife or specialist in the regional hospital. Catchment areas 
lor social services, maternity and child care differ and providers 
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often work under different administrative structures. How are 
^ these programs coordinated? 

While no one method is entirely satisfactoiy, efiforts to inqxrove 
coordination generally included some combination of the follow- 
ing i^ions: 

1. MoOier Held HeaUh CardUln all three countries each mother 
is given a nationally standardized health card for herself and each 
diild Significant infixrmation is recorded on this at each ei^ 
with the health care qrstem. For the child this includes birth in- 
formaticm, hospitalizations, duonic and/or recurring illnesses, 
medications, growth measurements, immunization, dates of de- 
velopmental milestone achievement and the results of develop- 
mental screening. For the mother, there is a card for each preg- 
nancy which includes prenatal information and a summary of 
labor, deliv^, and pregnanqr outcome. 

There was Uttle inroblem with lost or forgotten cards, as long 
as the health care provider emphasized the importance of fitting 
them out In Finland and Sweden, either the entire preschool 
recwd or a diortened summarized version accompanied the child 
in the school qrstem. 

2. Providers Working Out Of The Same BuiZdin^: Communica- 
tion both formal and informal was much improved if service pro- 
viders worked out of the same building. In Denmark, visiting <^d 
health nurses worked out of the same office as social service and 
communication was generally good with much of it being infor- 
mal in nature. Having a maternal child center attached to the 
primary health care center, in Finland improved communication 
between physicians and nurses. Health centers, who eithw em- 
plqred their own social worker or who had one physirally assigmd 
to tihem by the local office, had better communication than ones 
wwking in different locations even if quite close gec^praphically. 
Attached maternity and child health centers such as in Finland 
improved communications between midwife and child health 
nurses. 

3. On Site Visit By One Provider to tk<i Care Site of the Other: 
In Finland, a regular schedule of primary care physician visits 
to the maternal and child health clinics for special examinations 
facilitated communication between nurses and physicians. Visits 

child health nurses and/or physicians to famuy or center based 
day care centers facilitated communication between teachers and 
health providers. In rural areas of Finland, the child health nurse 
also served as a school nurse so that continuity was maintained 
O m infanpy through age 18. 
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4. Oeographic Continuity: In most places, each provider had 
a q>ecific geographic catchment area that he or she covered. Al- 
thou^ boiuularies were often not the same, there was usually 
enough overlap so that providers got to know each other well; in 
large cities, however, ¥^iere large numbers of persons were located 
in small areas, a home visiting child health nurse may have to 
relate to a dosen or more physicians (Denmark). In places where 
catdmient areas coincided with natural nei^borhoods, com- 
munication and coordination was f adlitated. (See Haga example). 

6. Cohort Continuity: One of the problems with assigned geog- 
raphy catchment areas is loss continuity when a family moves. 
In some places, this could be just across the street. In one medium 
sized town (30,000) in Denmark (Holbadi) it was found that bet- 
ter continuity was maintained by having cohort rather than geo- 
griq;)hic continuity. Each nurse followed all the families of one 
or two primary care practices wherever they moved as long as 
they stayed within tiie municipal boundary. Since geographic 
disUmces were not large and tranqxirtation 
and provi^Md for a dose working rslationship between the home 
visitor and the primary care physician. This method would not 
work in large cities where transportation across town is a much 
more time consuming and difficult procedure. 

6. Periodic Formal Meetings Between Providers: In some areas, 
monthly or quarterly meetings were arranged between social ser- 
vices, nursing, medical, and day care providers to discuss com- 
mon problems and famUies. Physicians frequently did not come 
to this even when paid a small amount for the time involved. 
Again, this works better in smaller towns where there are fewer 
providers and easier access in terms of transportation, parking, 
etc. A few places held periodic weekend retreats to addbress prob- 
lems of cooraination. In Denmark, some commuiuties had periodic 
meetings between social workers, health visitors, and school 
nurses and between police, social workers, and school ofHcials to 
coordinate approaches to troubled children and their families. 
Hospital midwi ves meet periodically with community based mid- 
wives to review care and exchange information. 

7. Exchange of Information Through Standardized Records: 
Notice of positive pregnan^r tests are sent to the area midwife 
as well as ihe primary care physician. Birth notices are sent to 
the towns, the child Imdth nurses, and the primaiy care physi- 
cians. If the mother is single, a copy is sent to sociied service as 

Dis^arge summaries for pregnancies are sent to the area 
cn ir^fdfe and primary care physician. Records are standardized 
La^^iat the same fc^rms are used nationwide. 

211 
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8. Joint Education and Assessment Activities: In Finland, 
maternity and child health nurses work together providing parent 
education to groups of expectant mothers. Nurses provide some 
health related education to youth clubs in all three countries. 
Child care teachors work with nurses in some areas to plan for 
mainstreaming handicapped youngsters and to work out health 
poU(7 procedures such as handwasUng, managenient of 

dren, and injury prevention and treatment. Although generally 
not done now, it was suggested that the day care toiler par- 
ticipate in the periodic develq>mental evaluations because Uiey 
can provide information on the child's language and social 
development. 

9. Overall Coordination by a Health and Welfare Committee 
of Elected Officials and it's Professional Advisory Board: This 
group is ultimately req>onsible for oversite of all the IomI pro- 
grams and receive conq>laints and/or suggestions from consumers. 
They formulate a five-year plan which is updated yearly. In 
Finland, the head primary care physician met weekly wi^ the 
municipal council. 

Barriers to Coordinated Care: Besides multiple providers, other 
barriers to continuity and coordination of care wm the geogri^hic 
mobility of clients, and periodic absenses of up to a year fyr preg- 
nane^ leave Iqr midwives and child health nurses. Also many areas 
reported a fairly high turnover of social workere thought to be 
related to ^l>urn out'' from having to spend so much time work- 
ing with difficult families. 

In some areas, there is a movement to have the same nurse 
visit both families with young children and the elderly. This has 
raised concern about her being spread too thin and having dif- 
ficulty in keeping up to date on the latest developments. The 
decUning birth rates and increasing number of senior citizens will 
increase the possibility that home visiting nurses will become 
more and more preoccupied with the elderb^. This has happened 
in some areas of the United States where the same nurse assumes 
multiple roles which has genially lead to a decline in home visits 
to families with young diildren. 

Finally, some Scandinavian governments are cutting back on 
funds for primary prevention which is translated into fewer nurses 
having to see larger numbere ^families with less frequent visits 
and less time for meeting with other providere to improve co- 
ordination. 
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EXABfPLES 

HagK AnBauunplefrwn SwedeKHagBi is a geographkaUy and 
politicaUy defined section of Orebro, an industrial city of 100,000 
population in central Sweden. Haga has a high density popula- 
tion of 14,000 with apartments containing as many as 2,600 peo- 
ple on a single street. Fifty percent of the mothers are single and 
there are many sodal problems. 

All health services including prenatal, child health, primaiy 
care, qiedalist consultation, distinct nurses, plus social service 
and home helps are based in the clinic which is located next to 
the main community center. This center contains a libraiy, a 
swimming pool, and retail stores. The town also has <^n space 

"^j'?****'*^*™™*** ^^^'^ ^ sections. The clinic is 
staffed hy four or five general practitioners, six or seven social 
workers, ei^t ftill time district nurses, two part time district 
mirses and two midwives. The services are cooKdinated fay dividing 
the area into six geographic sectors. Each sector has an asdgned 
general practitioner, two district nurses, and a sodal WQiker. They 
meet as a team one to two times a week plus there are many in- 
f<Hrmal meetings over coffee, luiwh, and office cht>p in. 

Two midwives cover the whole area. A pediatric consultant 
comes to the clinic tar four hours once a week and an obstetrical 
considtant comes in once a month. The general practitioners also 
provide medical consultation to the schools and day care centers 
located in the area. 

Much planning went into how to coordinate servioee and work 
out qMce arrangements before the building was constructed. It 
was also found that considerable time and patience was necessaiy 
to try and understand each other's perspective which was com- 
ing fh)m quite different training and experience. Social workers 
were oriented more toward treatment of severe fami^ pathology 
and the nurses and physicians oriented more toward primanr 
prevention. 

The Tnnns of Vantaa, and Nikkila and the Province ofKeaki 
Soumi In Finland: In the health district Vantaa, that I visited 
near Helsinki, there was a population base of 144,000 people with 
about 2,400 births per year. There were 7 health centers in that 
area (one per 20,000 population) and 17 maternal child health 
centers (one per 8,600 population, one per 141 births, or one per 
930 children under 7). The average work load for the nurse mid- 
wife was approximately 100 women to be followed for prenatal 
care. After birth a child health nurse follows between 400 to 600 
-J' ^n under 7. About 70 or 80 of these will be under one. For 
ERJ C »"ununity an average center would have two midwives and 
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two child health nurses. Each health center and maternal child 
center have a defined gec^pn^hic area that they cover. For social 
service, there were 7 geographic catchment areas, about 1 per 
20,000 piqnilation vAdtk may or may not coincide with the health 
district area. 

Being a suburb of Helsinki, there was a fair amount of mov- 
ing in and out of this health district with an estimated 10,000 
people moving in during the year, 10,000 moving out and 10,000 
moving within the area. This is also an area of young families 
with a birth rate of about 1 7 per 1 ,000 pcqpulation. The center that 
I visited actually had 4 child health nurses and 3 maternity 
nurses. This was a 2 story building with family planning on the 
2nd floor. Also a speech therapist, occupational therapist, pay- 
chologist and nutritionist were based in this bmlding. These 
centers are financed the local community of Vantaa with 43% 
of the cost reimbursed hy the national government 

Another exanq>le of how swvices are organisod is the province 
of Kedri-Soumi, that I visited in central FiSiand. This had a popu- 
lation of approximately 248,000 people with about 3,000 buths 
per year, giving a birth rate 12 per 1,000 population. This Fro- 
vince is made up of 32 communities which were divided into 11 
health di^cts. The average population per health district was 
23,600 with a variation ci a low 8,110 in a rural area to a high 
of 66,463 in the largest city, t^asl^la. In each district, thwe was 
at least one maternal and child health center in each town with 
the bluest town, Jyvaskyla having 10. For tire total population 
ci 248,000 there were 66 maternal and diild health centers or 
about one per 4,600 inhabitants. This varied firom one per 1,600 
in several small towns to one per 6,463 in the largest town. There 
was also a social service office in each community and at least 
one child care center in 22 out of the 32 communities. The ragional 
hoepital was in the largest town and the farthest community from 
the hospital was approximAtely 90 miles away. Besides looking 
at services in Jyvaskyla. the largest city. I visited the Sar^arvi 
health district in a rural area. This district was made up of six 
communities with a total population of about 23.722 and about 
300 births per year. There were two main health centers in this 
area plus 4 satellite clinics and 6 maternal and child health 
centers, one in each community. The communities rancpad in size 
from 1,376 to 10.686. In addition, there were 3 day care centers 
handling about 60 children between the ages of 3 to 6. 
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PROVINCE OF KESKI-SUOMI IN CENTRAL FINLAND 



TOTAL POPULATION 247,799 3000 BIRTHS 

aacoimuNiTiES 11 health districts 



BIRTH RATIO 12/1000 
1 CENTRAL HOSPITAL 



HEALTH OlSTnCT 


POP* 


• TOWNS 


MCHCTRS 


DAYCi%RECTRS. 


1. HANKASAUyi 


6,110 


1 


2 


i 

1 


a. JOUTSANSEUTU 


7,308 


3 


5 


0 


•3. JYVASKYLA 


65,453 


1 


10 


36 


•4. SAARSJARVEIMCS. 


23,722 


6 


6 


7 


8. KEUmMMMILTIA 


15,556 


2 


4 


2 


«. LAUKAA 


14,727 


1 


3 


7 


MEANa 


23,500 


32 


1/4,500 


1/309 



A third example was a small district outside of Helsinki con- 
taining about 14,000 people with 152 births per year, Nikkila- 
For this district there wore 7 physicians with one mam duuc wid 
2 satellite clinics. The child health nurses visited both famiUes 
with young chUdren and the elderly population. There were 680 
child cara places for the chUdren with 186 of these being m flamily 
day care homes, 211 were in town run center, and 183 were m 
private^ run centers. 

The Buddie Lane Family Center in Exeter En^/ond: Although 
the quality of programs in Great Britain was much more variable, 
one of the best examples of a coordinated community wide ap- 
proach to primary prevention through interagenqr collaboration 
that I encountered was the Buddie Lane Family Center in Exeter, 
England. When taken over by the current director, Felici^ 
Thomas, in 1982, the Buddie Lane Day Nursery housed 60 
children in two rooms. It was located in the midst of a wwking 
dass nei^iborhood with row houses but had no defined catchment 
area. There was little or no staff interaction with the parents and 
community, and no contact with the health cafe system except 
by referral. There was lots of vandalism firom the neighborhood. 
The center was run in shifts, 6-2 p.m., 2-6 p.m., and 7 a.m. to 7 
p.m. with little pupil staff continuity. , ^ ^. ^. _ 
O ni« director made a proposal to the local education authority 

E RLC ivelop a community based program through collaboration and 



SCANDINAVIAN EXAMPLES 



194 



support 1^ social services, the local health authority, and the 
Department of Education. Social service agreed to pay for main- 
tenance of the facilities, transportation costs, and famfly counsel- 
ling. Education agreed to fbrniah educational nmteriab 
and pay the salaries of two teachers. Health provided no mon^ 
but hiul a phsrsician visit two afternoons a month to examine 
children and answer parent questions and facilitate interaction 
with home visiting public health nurses working in the area. 
Hours of (q)eration were reduced from 8:30 a.m. to 5 p.m. ¥m ftdl 
time working mothers, the school linked up with a nearby family 
day care mother. The children were divided into three gnn^ 
of the groups involved 3^ year olds and enrollment was limited 
to children Uving in the surrounding area. The third unit worked 
with dysfunctional families with a child under three who were 
referred in from all over the city by social service. To develq) con- 
tinuity and conmiunity ties, teachers made home visits on all the 
children in their group to become better acquainted with the 
parents and the neigMi)orhood. The school also sponsored the 
development of sevmd mother-toddler groups around town. A 
room in the center was turned ovw to the parents to use for 
meetings and activities as they saw fit. A toy library was estab- 
lished in it so the parents could borrow and make use rfeduca- 
tional t<qrs. This room became a neighborhood meeting place for 
an exercise program and video club. A staff parent session was 
scheduled one afternoon a week. Livks were established witib two 
area health centers with one of the physicians coming over two 
days a month to hold a clinic. Links to the local library were 
developed so that parents could borrow boo^ easily or buy at a 
reduccwi rate. Relationships were established with five schools in 
the area in tenns of sharing resources and having children of com- 
ing school age visit to become acquainted with the surroundings 
and the teacher. The playground was made available to family 
day care providers in the area. 

Partidpation of health visitors was sought in helping to decide 
which children should be placed higher on the priority Ust for ad- 
mission and to provide input for periodic reviews of children and 
families. The center was also used as an initial placement cf handi- 
capped children to see how they would fit into a school environ- 
ment. 

For the dysfunctional famiUes with children under three Joint 
meetings with social service are held frequently and a social ser- 
vice person is usually present for the family reviews held on eveiy 
child. The school, however, has elected not to have a Ml time at- 
O " sd social worker. On site consultation was also available from 
ERJC ch therapists, and psychologists, for children with specific 
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Finally, various community wide fundraising activities gave 
ftirther visibility and opportunities for community participation. 
The center is advised a panel of advisors with representatives 
from education, social service, health, playgroiqis, aikl two parents. 



THE ROLK OF PRIVATE FOUNDATIONS 

Given the large commitment to these programs by the govern- 
ments of these countries, I was surprised to find that there was 
stiU an important role placed by the private sector as well. In each 
country private foundations performed a variety of functions in- 
cluding serving as advocates for the legislation necessary to ftmd 
these programs, piloting new programs, and filling in gaps of ser- 
vices. Following are exanq>les these activities from Finland, 
Denmark, and Sweden. 

The Ma^nertmm League for Child Welfare: A Citizens 
Organization for the Benefit of Families in Finland. 

^The Mmnerheim League for Child Welfare is an organisa- 
tion that works for families with chil(h>dn. It works on behedf of 
the child together with families and authorities. The League's 
members are mothers, fathers, grandparents, young peqile, pro- 
fessionals in the affairs of families, and children, and others con- 
cerned ibout what is best for the diild. Throu^^ the Mannerh^ 
League for Child Welfare, people and families help support each 
other. The League seeks to create the materid and p^ydiologi^ 
basis necessary for family security and to ensure the healthy 
development of the child. Evoy diild is important. The Man- 
nerheim League for Child Welfare uses its influence to bring about 
improvements in the circumstances in which children live. The 
Leagi ^ works for reform and experiments with new ideas to im- 
prove all aspects of the child's life." 

Founded in 1920 the League has an impressive record of ac- 
complishments. The earliest 6xanq>le of the League's success was 
the initiation of a nationwide network of maternal child health 
centers for prenatal and child care up to age seven in the 1920s. 
In the 193&B they develc^Hdd a program to train **Home Helps" 
to help families with household management and child care in 
times of crisis. In the 1940's th^ helped establish local health 
centers and preventive mental health programs for children. In 
the 1960^8 it was mass screening programs to detect hearing loss 
and inqnroving the care of low-birth weight imants. In the 1960's 
*^ stimulating discussions about di^ care, launching super- 



care in private homes, introducing youth polyclinic ser- 
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vices, and establiahing an infonnation center for poisoning and 
accidents involving ehUdrea 

Recently tho League has completed a curriculum and train- 
ing program in the arts for teacbnrs, parents and pre-echool 
chilihwn, particularly those in day care settings. This includes 
making and playing musical instruments, music and movunent 
activities, making and using puppets for theater ei^erience, 
"Nursery Rhyme to Story Time," which includes a guide to chil- 
dren's literature and how to bring it to life to stimulate a child's 
interest, and a section on drawing and pictorial arts. Day care 
teachers are trained in its use and they in turn train parents to 
continue the activities in the home. 

The League has also developed an extensive program of parent 
education that is being carried out in group sessions held in the 
prenantal and child health centers. Similar sessions are offered 
throui^ aduk education centers that operate in all Finish munici- 
palities and an eq[»ansion into the public school system is also 
being planned. 

hi terms of community wide development the League has bem 
active in reviving traditional Finish games that are ftin, ftirther 
development, and in \ 'hich both parents ami children can take 
part Once a year, on the UN Rights of the Child Day, the League 
organiaes a Fun Sunday. In 1983, 60,000 people in over 400 com- 
munities ei^ed an afternoon of play, llie League provides in- 
formation, materials, in^^truction in traditional forms of pU^, and 
the training of play leaders. 

In addition to organising conununity events, the League does 
a good deal of "Social Marirating" by publishing a quarterly maga- 
sine for subscribers, holding press conferences for published books, 
supplying periodic articles to the ooass media, providing handouts 
for maternal child health clinics and day care centers, and posters 
far stores and office buildings. 

The practical work of the League is carried out by some 42,000 
Finnish dtisens in their local associations of which then are mora 
than 400. Work is guided from the Leagues headquarters in 
Helsinki and from 13 indqwndently operating districts. Funding 
for the Leagues activities comes from membership dues, private 
donations, and government grants. 

Mothen Aide (MODREHJAELPEN AF 1983) in Denmark: 
From 1939 until 1976 Denmark had a pubUc Mothers' Aid In- 
stitution, admired worldwide. This program operated 14 liCato*- 
nily Aide Centres located in the ma^ towns all over Denmark. 
The object of these centres was to help pregnant women, married 
and unmarried alike, single parents and other families in con* 
fr^<m with or sfter childbirth. 
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The centres provided personal, aodal and legal aatistanoe to 
these women and familiee. Further, the centres ran qtedal treat- 
ment and oonvaleecent homes for mothers with babies, ran ser- 
vice flats for mothers alone with children and arranged summer 
immrm fat mothos and their children. The Mothers' Aid Institu- 
tion was also able to grant assistance for training courses for 
husbuidless mothns so as to enable them to provide for 

thennelves and their children. 

Through the Social Assistance Act of 1976, an effort was made 

to conscdidate 

and better coordinate all these kinds of services by 
putting than into the municipal sodal assistanoe office available 
in every town. This lead to the dosing down of separate organisa- 
tions such as Mothers' Aid. However, in the 1980's it became ob- 
vious that many of the 276 social assistance offices did not have 

the time and/or expertise for individual counselling of mothers 
and children. In aMtion, unemployment and changing sodal con 
ditions were putting more womra at risk. Because of this, a new 
private charity version of Mothers' Aid was formed in 1983. Its 
objectives are to offor social, financial, and educational support 
to mothers in order to enable them to secure for their children 
a better r 'tolescenoe and better living conditions and to promote 
legidatiou whidi provides for social and educational support to 
single parents. There is a paid director and secretary and 400 
v^unteer professionals who give four to 20 hours a week to ser- 
vice. It is hoped to have av least one paid position in each m^jor 
dty. Mothers' Aid is governed by a board of directors of nine pro- 
minent dtixens induding representatives firom indusuy, trade 
unions, and profeasionals. The current board c ha i r man is an 
elected national legislator who knows the political qrstem. 

Programs: 

1. Free consultation is profvided about a variety of problems 
including financial* legal, health, relationships and career. 
Volunteer professionals are available evenings and include 
psychologists, lawyers, midwives, social workers, and teachers. 
Volunteers give four hours per week to staff these sessions. 

2. Drop In Coffee Houses are provided to combat loneliness 
and isolation in big cities. These are places were one can go to 
socialise, prqMure n^als, swap clothes and tgys, and learn domestic 
arts such as sewing. 

3. Emergency housing: siy flats are available for up to six 
months for mothers with an unstable living situation. 
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4. Summer holidays: q>ecial holidays are arranged for worn 
out mothers and theur children. Many of the mothers seen have 
not been on a holiday for years. The organization provides for ren- 
tal of summer houses available for 1-2 week vacations for single 
mothers with diildren. 

5. Summer programs fin^childreivC. v weeks of half day pro- 
grams of artists, dancing, gameSi etc. ar ? available in some areas. 

6. PrqiHirathn for vocational training. Many (tf the women in 
contact with the Afothers' Aid Institution have but minimal levels 
of educa^m. Those iMdio have eiiqdqy^ 

workers. To bring these wonran up to a point where they can 
benefit fimn ftiture vocational training a 16-week preparatoiy 
course is offered periodically. 

Social Mark€ting:To facilitate public relations and ftmd rais- 
ing a conqMmion organisation has been formed across the coun- 
try with 20 local communities and about 3000 memben. These 
local organisations also assist the counselling centen in inte- 
grating and involving the mothera in local communities. 

Publicity is facilitated through board memben with news- 
paper, radio show, and political contacts. The womens group of 
the Lions Club also arranges for qwakera to inform Lions Club 
memben annrnd the country of its program and needs. Once a 
year presentations are made to the social affaire conmiittees of 
eachpoliticsJpurty. Finallb^,pubMty is obtained throu^ a vari- 
ety of local ftmd raising events. 

AMiliiotion: A special group of researchere has been formed 
with the reqxmsibiUty for dociunentation and evaluation. It con- 
sists of sociologists, statisticians, pqrchologists and physicians. 
In 1984, 1,433 women asked Mothen' Aid for assistance. Most 
of the women were shigle and 80Vv7^ between 20 and 40 yean 
old, with only 5% un^ twenty. Thirty percent were living on 
social welftre benefits and only 20% had more than a basic sdbool 
education. The main problems for which aid was sought were 
financial, housing, and relationship problems with children and/or 
ez-hudlMmds. 

Radda Barnen: The Swedish Children's Ombudsman: Save 
the Children (Radda Barnen) is involved in projects world wide 
but also works as an advocate for children in Sweden. The aim 
of the Children's Ombudsman is to be a spokesman for children 
who can put pressure on decision makere as well as supply 
knowledge to parents and professionals to help them meet the 
O nIs of the children th^ work with. 
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'The Children's Ombudsman is not a single person, but there 
are altogether five who are responsible for different areas. One 
ombudsman works with immigrant and refugee children. Twenty 
years ago we had hardly any immigrants in Sweden and yet in 
20 years from now, every fourth child wHl have an immigrant 
background. Radda B&men arranges seminars, debates, lectures 
and other activitiM to increase the knowledge among native 
Swedes about the refugee and immigrant children' backgrounds 
and needs/' 

Another ombudsman woriu with children in day care, chil 
and peace, and children with self<iestructive behavior. The third 
ombudsman is responsible for children and violence in mass 
media, handicap p ed diildre^ ul children in hoq>italB. The fourth 
ombudsman takes care of qu^ ions concerning children in foster 
care and how new family patterns ii^uence the lives of children. 
The fifth ombudsman is responsible for child abiue/neglect and 
children's ri^ts. 

The aim d'work can be summarized in six different points: 

''(1) To strengthen the legal rights of the child. One ombuds- 
man is a member of the Swedish Committee on Children's Rights 
of the Child. Most proposals from the government and committees 
that deal with questions that have anything to do with children 
are referred to us for consideration. In that wiqr, we are able to 
influence the government and the Parliament. We also endeavor 
to influence public opinion in these matters. 

(2) To spread information i^ut chil^n's needs and ri{^ts 
to decision makers, professionals who work with children, parents 
and others. This is done throu^ information material, mass media 
and frequent lecturing. Once a year we publish a book about our 
most recent work. 

(3) To organize seminars and do in-service training for pro- 
fessionals who work with children, especially in areas where we 
think the central or local government is not doing enough, such 
as child physical and sexual abuse. 

(4) To support research about children and their situation. We 
invite the researchers to present their findings every spring at 
three ''Children's Days" in Stockhohn. About 1,500 professionals 
participate each day. During the fall, we do the same program 
in four or five cities in other parts of Sweden. 

(6) We have a telephone advisory service for individual cases. 
Both professionals and ordinaiy peopte caU us. There are priniari^ 
three different types of questions that dominate this service: 

(a) Peq[>le who are worried about a child call and want to have 
support to either report it themselves or tibey want us to 
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do the report as they prefer to be anonymoc^B. Some children also 
call and want help* When th^y do, th^ are usually deq)ei*ate and 
need immediate help. 

b) P^le call to get support from someone outside when a deci- 
sion or a suggestion from a local sodiBd board goes against what 
th^ think, ri^t or wrongi isbest for the child. We can be some- 
one to discuss the case with, give information about the legal 
possibilities and rightSi and when we find it suitable and neces- 
sary, try to persuade the authorities to change a recommenda- 
tion or decision. 

c) In conflicts about custody, it is normally the parent who 
feels wrongly treated who calls us. Our role is mainly to listen 
and inform about what legal rights children and parents have. 

(6) We carry throu^ prqjects both to try to change people's 
opinion and to work out models that others can use. Last year, 
we interviewed 60 children in foster care about their feelings and 
experiences. We hope that the results from the project will lead 
to improved conditions for foster cl«iidren. We have also had 
several prqjects concerning violence in mass media and its in- 
fluence on children. 

As Children's Ombudsmen, our mem aim is to improve the 
society so that every child can grow up in a good environment 
and be able to develop into a harmonious adult. To get there, we 
have to give priority to children and children's needs and see 
children as a positive resource." 

BRIS: Another advocacy group for children's rights in Sweden 
is BRIS. This group came into existence in 1971 after a lot of 
publicity about a three year old girl who was battered to death 
by hw step-father. In 1972 BRIS started a telephone service so 
that people could have someone to talk to about children they 
knew were being badly treated. In 1980 a Children's Help 
Telephone was stcurted with a number only children nmy use. The 
minority of children who call are between 10 and 16 ywn of age. 
The most common problems are connected with parents divorces 
and conflicts between teenagers and their parents. In 1986 a 
Cluldren's House was opened in Stockholm as a place where chil- 
dren could come to get help with problems. BRIS also does exten- 
sive public education about the needs of children and parenting 
through publication, seminars, ami parent groups. Th^ have also 
been involved in passing legislation such as that prohibiting cor- 
poral punishment. 
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RESULTS FROM COBfMUNITY WIDE APPROACHES 

AU thiM Scandiimvian ocnmtrieB vidted 61^ 
wide BppnMk to promoting the hralth and developmant of fami- 
lies and young childran 1^ providing &n array of parent and child 
healtii, edhication, ai^ auf^ort aervioea. our hTpothasiB is oor- 
root, theaa programs dioidd result in a decrease in the ind^^ 
and/or pravialenoe of the types of health and deve! opmental prob- 
lems we have identified as being assodated at least in part with 
fiuni^ ^ysftmction: as related to birthing and parenting behaviors 
and skills. Other useful indicators are measures of provider and 
consuinersatisfttftkm and costs of services compared 
formation ditained on thrae is as follows: 

Birthing and Parenting Behaviors 
and Consomei Satirfaetlon: 

1 . Early and K guloar Attendance for Prenatal Care: Generally, 
at least 96% of mothers in these countries start prenatal care 
before the end of the fourth month and nearly as many have a 
post partum vidt . Iji the U.S« , less than 86% of pregnant mothers 
have entered into care by this time. (Wynn and Wynn, 1979 (a) 

2. Age at Birth First Child: Iiess than 4% of mothers are 
under 20 at the time of births of their first child whereas in the 
United Stated, the average is close to 10%. (Jones, et al 1986) 

3. Abortion Rate: "While the U.S. abortion rate is lower than 
that found in any of the Eastern European countries w in Japan, 
it is his^r than most other developed countries. In 1983, there 
were about 27 abortions per 1000 U.S. women between 16 and 
44 years of age includve, con^Mured to 18 per 1000 in Denmark 
and Sweden, and 12 per 1000 in Finland." (Henshaw, 1986) 

4. Utilixation of Well Child Program8:hi a random sample con- 
ducted by the Institute d Sodal Research of Denmark, it was 
found that: *liealth visitors have called at 98% of the homes of 
all children. The extent aid regularity are determined veiy much 
by the health vidtcors, depending on the actual need of the in- 
dividual family and on capadty. In the case of about 60% of the 
families interviewed the hedth vidtors had stopped when the 
diild was about 1 year of age. In dose to 30% the health visitors 
had continued to call after the child's first birthday and in 20% 
tlie vidts had stopped earlier than a year. Regardless of idien 
tixe calls had ceased, a considerable number of families wished 
that the calls had continued. This applies to about 30% of the 

1- n^r> iUm in which the calls had stopped when the age of the child 
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was about 7-12 months, but to about 50% of the families where 
the calls had stopped earlier or later. No noticeable dififorences 
were found with regard to contribufxnry factors between families 
widiing the visits to continue and oU^ fiun^ 
number of fiunUies wlu> have not attended the raq^lactic hea 
exami^iatiras of their children or been visited by a health visitor. 
Thus, there is no evidmce of avwsion in the population to the 
offinr of prophylactic health care for young children." (Danish In- 
stitute for Social Reseflurch) 

In Sweden, there was more demand for specialist care so that 
pediatricians and obstetricians' staff about one third of the pre- 
natal and well child care programs. 

Provider Satisfaction: 

Information on provider satisfaction is only anecdotal. All of 
the five or six general practitioners that I talked with were en- 
thu^astic about their jdi> and had a strong interest in prevention. 
Because of the nurse home visitor, and social service backup, they 
felt thqr could deliver a hi^ quality comprehensive service. The 
lM)q>ital spedaliste were not so entiiusiastic particularly those just 
starting out. An excess of plqrsicians in each countiy was mak- 
ing conq>etition for the limited number of hospital positions in- 
tense and there was actual^ some unemployed physicians in 
Denmark. 

In Sweden, the community based pediatricians and general 
practitioners were in a power struggle for control of the primary 
care qrstem with the general practitioners appearing to be gain- 
ing the upper hand. 

Health and Development Outcomes: 

1. Infant Mortality and Births of Low We^ht Babies: As 
previoudy discussed, these are among the lowest in the world and 
even surpass those of states such as Maine, New Hampshire, and 
Vermont which do not have any large ethnic minorities or big 
cities ^t complicate the delivery ^ care. 

2. Deaths from Diarrhea and Pneumonia: The frequenqr and 
severity of these conditions have been related to family fimction- 
ing and access to health care. Death rates for these conditions 
are much lower in Scandinavia tiban the U.S. One might infer 
from this that either fewer infante end up in the hoq)ital with 
these conations (most likely) or their treatment is better than 
in the U.S. (least likely). 
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Deaths per 100,000 Live Births for Respiratory and 
Diarrhea Diseases During the First Year df Life (1974) 
(Prom Wynn and Wynn, 1979 (b)) 



3. Dental Caries: All these countries have put into cqieration, 
an extensive program to prevent caries. Sdiool health physicians 
in practice ten or more years all noted a dramatic decrease in the 
prevalence of dental caries following the institution of these pro- 
grams. This was well documented in Sweden, la 1960, a nation- 
wide health and developmental examination of four year olds, 
showed that about 74% had caries and 20% gave a histoiy of hav- 
ing had to receive emergen^ care for an acute dental problem 
of some kind (infection and/or trauma). In the seventies, this had 
fallen to 30% with caries and only a "small niunber of emergen- 
cies." (Hoist and Kohler, 1976)Similar results are reported from 
Finland. (1986) 

4. Rates of Child Abuse and Neglect: Accurate data for both 
the U.S. and Scandinavian countries was difficult to come by. In 
Scandinavia, everyone I talked to felt that examples of severe 
physical abuse were now quite rare. I was able to find a few pub- 
lished studies to back up their impressions. In an article by 
Christoffel, Lui, and Stanler (1981) on the q)idemidogy child 
abuse it was reported that specific death rates per 100,000 pc^a- 
tion for definite and poesibte inflicted ii\ji^ 

and Sweden are about 8 times lower thaji the U.S. for children 
under <me, and between one and four years of age. Homocide rates 
in general have also been shown to be lower in these countries 
than in the United States though suicide rates are higher in Scan- 
dinavia. (Rosenberg, M.; et al) 

Corporal punishment anyone including parents is actually 
illegal in Sweden. In a study (^hospital admissions reported by 
Tlelgen, (1980) it was found that only 10 children nati<mwide were 
admitted because of physical abuse during a one year period. On 
the other hand according to medical and social service personnel 
I talked to, child neglect and sexual abuse are still fairly frequent^ 
encounter^ d. However, no one I talked to had ever heard of sex- 
ual abuse occurring in a day care setting, such as has been fre- 
quently reported in the United States. 



Sweden 
Denmark 
Finland .. 
U.S.A 



Respiratory Diarrheal 



22.2 3.9 

32.2 13.9 

65.6 1.6 

107.3 21.6 
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6. Speech and Language DevehpmentFmihoB^ 
a scheduled developmental exam at age 3, 4, 6, or 6, the percen- 
tage of children thought to be delayM enough in speech and/or 
l a n gua ge develqnnmt to require therapy could be used. However, 
some measure of degree of severity also needs to be added. In one 
Denmark community that I visited less than 3% of seven year 
old children were thought to require some form of speech then^ 
based on a school entry exam but in Finland where speech 
therapists work in the maternal child health centers as mai^ as 
25% of the diildren under seven were thou^t to be able to benefit 
from speech therapy. The large majority of these were classified 
as mild articulation defects. In Sweden, it is estimated that about 
10% of children in day care will need special services because of 
physical or social handicaps and centers are given an extra 
allowance to cover this. 

6. MUd Mental Retardathn: An eipidBJs^ 
city in Sweden reports a prevalence of severe mental retardation 
in childhood of about 3:1000 compatible with rates of severe men- 
tal retardation in the United States. On the other hand, the 
prevalence of mild mental retardation was about 4:1000, eighth 
or ten times lower than rates reported in the United States. In 
addition, the proportion of children felling in this range with signs 
of prenatal or perinatal origin was much higher. This suggests 
that the reduction has been in the proportion thought to have a 
significant environmental component as a contributory factor. 
(Hagberg et al, 1981, Samentf , 1986). In New Hampshire, in some 
communities, as many as 30-40% of children eligible to enter first 
grade are thought not to be ready for a regular first grade cur- 
riculiun and another 26-30% need special services (special educa- 
tion and Chapter One) afi;er entry into first grade. 



In spite of (or because of) providing comprehensive subsidized 
health service, expenditures for health care as a percent of the 
gross national product are less in the Scandinavian countries than 
in the United States. (7%-10 vs. 11%). The percent of GNP spent 
on social services is greater, however. The total amount spent on 
health, education, and social services varies from about 26% 
GNP (Finland) to 36% (Sweden) in these countries as compared 
with 18% for the United States. 

About % of program costs are related to personnel salaries. 
General practitioner salaries averaged around $64,000 in Den- 
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mark. In Finland, a basic salary for a 36 hour week was about 
$24,000. ThiB could be supplemented by about $10,000 working 

hours at a set rate or up to an additional |36,(M)0 by 
practice. Basic salaries in Sweden for general practitioners were 
about $3540,000 with similar options for increasing the amount. 
Public health nurse salaries averaged about $12-16,000 per year 
in Finland and Sweden. Midwives in Denmark made up to 
$24-26,000. 

Some reasons given for lower health care costs in spite of pro- 
viding substantially more services are: 

(1) Strong orientation toward prevention 
C2) Provision of most preventive services hy persons other than 
phjrsicians 

(3) Primarily per capita reimbursement mechanism rather 
than fee for service 

(4) Overall Coordination and Planning: Priorities are estab- 
lished for a fixed amount dollars. Money for heart transplants 
must compete with money for primary care health services 

Although tax rates are high in these countries (40-50% of 
average ftill-time employee's income) per capita diqxMnble income 
(8,000 U.S. 1976 for Denmark) is one of the 10 highest in the worUL 
In Denmark 23% of income is spent on food and drink, and 17% 
on housing. Fifty percent of Danes own their own home. Owner- 
ship of cars, color TV, r^gerators and telq>hone8 is high in all 
countries. 
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DISCUSSION FOLLOWING PRESENTATION 

(ChamberUrdt One ofthe things that's very different in these 
countries is they don't talk much about cost effectiveness. The 
services are provided because they see them as important sup- 
port qrstems for families and child^n. I get very impatient witii 
pecyple who say, well, it's not proven that this works or not proven 
that that, works. How many times to do you have to show that 
doing this is important? There are now good studies t^t have 
shown drq)-in centers can provide support to parents and they 
can provide development promoting environments for kids. You 
can say the same thing for home viidtors, sdiool-based programs 
for adolescents, development promoting day can and preschool 
programs, and youth programs. Thero's adecjpiate data to show 
that these programs aro important. What needs to he done is to 
look at what is the best mix for a specific community and how 
to organise and cowdinate them. The politicians genwal]^ don't 
read the studies anyway so it's more a matter of politiod wUl than 
a lack of data showhig that these kinds of services are important. 
All the parent suppwt programs in this country have to spend 
large amounts of time in fimd raising which I think distracts 
tremendously firom energy that could be put into program im 
plementation. Somehow we need to develq> scmie basic stable long 
term ftinding for all of them. 

How could we do this? Several things have been mentioned. 
O jre's the block granta, and getting agencies who are spending 

their mon^y on treatment to contribute 6% or 10% titoir 
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budget into a pool that local communities can apply for to start 
some of these kinds of preventive programs. That's one strategy. 
A trust ftmd has abready been mentioned where there's a dieck 
off system available as a way getting mon^ into it. Again, 
provides a pool of money that local communities can app'fy for to 
develop these preventive programs. Another is a line item budget 
providted by legislature. Well hear this aftenioon about some 
statewide programs that have been ftmded by line item bud^sts. 
However, it's clear that if you're funded by a line item budget 
you have to build in an advocacy system to keep it, otherwise, 
it will disappear at the first sign of a budget crundi. 

The other thing that I see as important is to try and establish 
a data base. We were talking about how you would identi^ com- 
munities in need of more programs and I think it is important 
to get some broad-based indicators of family ftmctioning that in- 
dicate whether or not a community is in need of more services. 
Rates for child abuses and neglect are important ones, low birth 
weight rate is another inq>ortant one, and the number of kids com- 
ing into school ^stems that lack sdiool readiness would be 
another one. What I find at the State level is that this informa- 
tion is all in different agencies and broken down into different 
age groups so you can't conqmre rates. It's a big hodgqxxlge. What 
needs to be done is for state agencies to get together and decide 
how th^'re going to look at communities and develop a few basic 
indicators that every agenqr can use to determine when this com- 
mimity needs more services. 

I see the state as a facilitator to help local communities estab- 
lish programs. Th^ need to have the capacity to provicte technical 
assistance in social marketing, training providers, interagency 
collaboration, and local fund raising. Hie energy has to come firom 
the local community but the state plays a vary important role in 
terms of facilitating that process. 

(Berry): What are all the reasons for the high suicide rates 
there? 

(CkamherlitH Nobody seems to have a clear idea. Those coun- 
tries are depressing in the winter I can certainly vouch for that. 
They're cloudy, cold, and damp and that's one the causes that 
people say. Whenever I give this talk, that's the first thing 
everybody says, '*0h, look at their high suicide rate." However, 
they don't seem to know about their low homicide rates. It's dear 
that they haven't solved all their problems. Th^ have high di- 
vorced rates, and a lot of single parento, but they've got Uie sup- 
port qrstems built in so that the families don't brea^ down. At 
firat I was naive enough to think, if you have all these services, 
11^/- lught to have lower divorce rates but it does not seem to work 

^ 22,9 



SCANDINAVIAN EXAMPLES 



20S 



in that way . However it does work fi»r tlie kids. ^ 
kinds of services, you can significantly reduce morbicUty and mor- 
tality in young children. 

( WeUiid I can't remember which country it was, but I think 
it was Denmark. You mentioned that their services for young 
children were purposefully wgamzed Uurough social services 
because there was a feeling the educational qrstem wasn't as 
responsive to families. A lot of the examples you've given from 
those countries seem to be around healtii and sodd services and 
you've mentioned very little about education. In this country, a 
lot of the thrust now is toward organizing services for kids around 
the school ^stem. That's a prime example of a counter kind of 
notion. Woidd you extrapolate from the Scandinavian example 
that we ought to be putting our resources into non-school based 
things. 

{Chamberlini Yes, the feeling in these countries is that rxxdal 
service is mudi more tuned into families than are school systems, 
especially families with young children. This would agree with 
my admittedly limited experience with schools in this country as 
well. Some encourage family participation but most do not. Most 
of them do not want to get involved with the families because 
they're hardly surviving in what they're tiying to do now in 
educating kids. 

(Wem) Another thing you talked about was interagenpy coor- 
dination, would you have the school as a player in £e qrstem, 
if not the dominate member? 

iChamberUn) Well, in Scandinavia there's a school nurse that 
does the coordinating in the schoob when the kids get to be seven. 
The school nurse also works for the town and she has access to 
the social workers and all those support ^stems and they meet 
periodically. For example, in Hoelbek if any child got in trouble 
with the law, they would get the school, the social worker, and 
the family tq|[ether and sit down and look at that whole system 
and try and figure out what was wrong and what was needed. 
So yes, the school should certainly be a player. 

In terms of family support, one of the most striking diflforences 
in attitudes, is that instead of seeing everyone as a potential 
welfare cheat th^ see welfare recipients as persons wiUi needs. 
If th^ see a single mother with 3 or 4 kids who hasn't had a vaca- 
tion for a couple of years, they'll pay fw her to go two weeks to 
a resort either with or without her kids because th^ feel that 
that helps her cope. That's an entirely dilTerent way of looking 
at things than in this country. 

Q (Mitchell Can you account for that? Where has that differ- 
E RiC ^ changed that attitude? How come we don't 
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have it and they have it, and how can we get it? 

iCkamberlm^ I think, at least in my state, where our motto 
is 'Xive Free or Die," there's a strong individual freedom ethic 
which says you ought to be able to function without all these ser- 
vices, and if you do get into trouble, it's prdbably you're own fSetult 
I think it's that part rfthe inrotestant ethic that says if you're 
virtiums and work hard, you'll be all right and you don't need 
aiqr kind of government siqiport we lode at our he^ 
niost are tai^eted toward hi|^ ride individuals, there's V 
that is targeted toward conununities as a whole. Thmgs are seen 
as an individual problem, not a community inrdblem, or a family 
problem* 

(Benii Do you think the emphasis is changing? When I went 
to MinuMota, I was struck hy the very nice neighborhood nurs- 
ing homes for tiie elderly in eveiy little town. 

iChamberlini There are a lot ofScandinavians in Minnesota. 

(Benjd Right. And I wonder if it's related to that ethnic back- 
ground. 

(Chamberlird IVobably^ in Scandinavia there is a parallel air- 
port system for the elderly. They have drop-in centers, transpor- 
tation, subsidized housing and recreation programs in most com- 
munities. Maybe Dr. Pq>iemik's theory is correct that when all 
of this was develq>ing in Europe, we were in our isolationism 
phase and not associating with Eun^. I've never heard that ex- 
planation but it's fascinating that during that period of isolation 
was when a lot of these services were being developed in Euro- 
pean countries. 

(Weid I tend to agree with you about wanting to see these 
services for young children in the conununity as opposed to be- 
ing in the schools. However, the one institution we seem to have 
accepted in this country for children is the public school They're 
not very well equipped philosophically or programmatically, I 
think, for services for young children and families. However, 
pathologically, that's where we accept turning over the ddl^n 
and moving away from that independent T can take care of my 
own and dcm't need any help' and so on. Onoe chilch^n are of school 
age, we assume, except in New Hampshire where you don't have 
kindergartens, that's an appnmriate move. We've accepted that 
over a long period of time and I'm wondering if anybody here has 
any thoughto about how we can move that acceptance of services 
to those for young children* We want it to be more community 
wide but we want to institutionalize the acceptance of the idea 
that it's ok. for younger children and families to be served by 
^r'^ole range of services in the same way that we accept when 
^ [^(^ turn '6' th^'re going to go off to school. How did that cultural 
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acceptance come about in our country and what mi^t be the 
mechanisms for moving our thinking and the thinking of large 
numbers of people to tihat acceptance of programs for younger 
children and for families. 

(Alboiu^ Welly I think, with the movement toward single 
parent £unilies and/or the two worker families, people are rely- 
ing on teadiers to really take care of their childnm's ed^ 
needs, so thior're seeing a value in their teachers again. And, I 
think, the same thing is leading toward the development of the 
school based wellness clinics, ami an enyhasis on health care in 
the school that has emerged over the last 6 to 6 years. Now jrou're 
starting to see a new recognition of the role that the nurse has 
in the health care provided in the school with bade up fit^ 
service and other support qrstems there. So, I think, that's what's 
happening is the American culture. I think a big dififorence in 
the United States, is tiiat we're very concerned alx>ut the dollar, 
making it and accounting for it, whkh separates us firom the Euro^ 
peans. Also, World War fi mentality, they're reconstructing, we're 
making mon^. And I think you're going to see a new emphasis 
on nurses in schools and a hii^er degree of reliance on that hy 
families who use that as anodier resource to assist the family. 

(Weiid And do you think that there's going to be an incressed 
acceptance of child care personnel as this ei^ert level of peq>le 
that we can turn our kids over to in the same way we trust the 
school? 

{Albarud 1 think you're seeing it at least in New Hampshire. 
Concord, has increased their school budgets for teachers fay 30% 
over a two or three year contract. It seems as the family breaks 
down, we're relying on others to take care of kids and the schools 
are going to be one and day care is going to be anoUier. 

iCfumberlini Fve been in New Hampshire a little over three 
years. The first year the legislature was all upset because they 
had to find money for more social workers because the child abuse 
rate has increased about six fold in the last 10 years. The second 
year there was a great big hubbub about all the mon^ needed 
for special education because they were finding so many kids who 
needed special advices. Last year, th^ were having to find new 
monqr for more jails because of increased crime rates. Not once 
during that whole discussion did anybody mention spending any 
more money on prevention. That's where thqr're at. That's why, 
I think, we needed social marketing in this state if we're going 
to get anywhere because the legislators don't see that we could 
be preventing many of these problems. 
^ {Wei$$) I wanted to address the school based question in the 
I ^ ise that it seems to be one of the things that Dr. Papiendk said 



211 



CHAMBEMJN 



18 pertinent hfsn as well, and that is that it takes time. Were talk- 
mg about a shia over a fair amount of time and attitudes towards 
what schools should or should not do. TLwe are no\v ^ couple of 
significant state initiatives that have Sta'.e school systems pro- 
viding Bwvict. in some cases prenatally and on through the first 
6 years of life and that's a real shift. The prqject that I work with 
has been looking at school based fwnily support programs from 
the 0 to 6 year age group. There are more and more of those oc- 
curring around the country. What's ironic is that when you talk 
to the diiractors of those programs, they will tell you that they 
are very fragile aoJons to a school system, and that often their 
supiwt comes from the larger community, the non-school based 
people. It s a struggle eveiy year for money but they survive and 
theur little total is getting to be, you know, from the baby toe to 
the next toe at least. So I think we're looking at a shift in attitudes 
that 8 going to take a lot of time. I think the larger question is 
one of, now that we have a window of opportunity to do some 
things for this age group and the population, where does one put 
thero programs. And Fm not thinking of it in terms of a single 
institution. I think you can make arguments against schools. I 
can make arguments against health care providers as being 
responsive to families, I can make arguments about social ser- 
vices, and, I think, they have all their pluses and minuses. I don't 
think It s a question of 'in an institution'. I think it's a question 
of coming up with some kind of model that will maximize the 
positives of a variety of institutions working together at a com- 
mumly level. 

So it's changing the nature of the questions. And I would say 
the schc I should be a player, in some places a nwgor player, in 
some places a minor player, but there should be an opportunity 
for «iem be a player when it's appropriate and the same thing 
with social birr.y^, and health care providers. 

(Albano) I think they should be a m^or player because, at 
least m the school based '•linics that I'm aware of and I think 
thwe are 50 or 60, now across the country, what they've produced 
so far is measurable. They've been able to keep kids in school 
longer which has other important social ramifications, and thmr've 
been able to reduce the rate of teen pregnanqr. However, the ones 
that are vwy sensitive ta the communities, doL '♦ tackle reproduc- 
tive health in the school, th^ do it across the street in family 
planning chmcs. So you're bringing in your other social resources 
which IS good but it misses a lot of those other pieces that I think 
are critical also, but certainly I feel the school is a mnjor player. 

( Weid If you look historically at a community, about the way 
*E RIC^^* happened, it often starts off with targeted programs. 
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For instance, in Maine those coordination systems that I keep talk- 
ing about. There BTBf I thinki 22 schools that are providing ser* 
vices to preschool handicapped children. A high proportion of them 
are doing it because there were one or two very innovative peo- 
ple 8 or 9 years ago, wi^' those school systems or within those 
communities, who ha; ^ ^ed to get programs started that are 
located in school and haire a fair amount of school support. Most 
of the services in Maine are not school directed. But I would not 
want to get into a big fight in Maine about whether they should 
be in schools or not be in schoolB because the ones that are in school 
have tended to have some innovative leadwahip, and are ctoing 
a good job of coordinating thenqpies and a number of other things. 
To me it's not worth fighting that fight We need all the help we 
can get firom whoever is doing good kinds of work whether it's 
in a dhurch basement or in an extra room in a isdiool and we may 
be rdiching the point in many states where we really deq>erate^ 
need those extra rooms in schools for some of the kinds rf^ngs 
we want to do. They're not going to be there with our demo- 
graphics going the way they are. It's a debate that I think early 
childhood people are letting themselves fall into, that I think is 
a dead end. 

(Chamberlin) I think it's obviously going to be a pluralistic 
SSrstc i that s going to be different in each community. 

(Pienoni Just briefly to concur in what I think the route is 
to follow. You need a collaborative approach but to rely upon the 
capability of the lead agenpy . Two years ago I attended a three- 
day conference in Minnesota. The aim of the conference was for 
policy planners across the country to develop a consensus among 
day care providerr and school personnel around 7ho should be 
the lead agency in providing quality child care and early educa- 
tion. It started with very persuasive presentations on the values 
of each and then fell apart. There was no consensus at all. And, 
you know, this afternoon FU present a model for school base educa- 
tion but I think that so often we've found that there's no single 
solution and the harder you try to push for one solution at ^is 
point in time, it's probably not going to work. 

(Mitchell) In the Scandinavian system you were saying part 
of this issue is how do you balance conu inity controlled and 
developed pn^ams with that set of minimum standards, what- 
ever that is. If you're looking at the new birth to 3 or birth to 
5 money, clearly there are fedwal guidelines attached to it. The 
lead agency doesn't have to be, education, doesn't have to be 
health, but there has to be a lead agency. How do they do that 
in Scandinavia? I mean how intrusive are those or how suppor- 
^^'^e are those minimum guidelines? 
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(ChamberUni Each community ha^ an elected council and 
from that council th^ form a subcommittee on health and welfare 
and that aubcommittee is what oversees el\ the programs for 
fiuxiilies and Idds in that community. ST somdi^^ 
th^y go to that committee, if somebody wants to introduce some- 
thing, th^ go to that committee, so that's how the programs are 
supervised. 

(HfiCcAett So it's con^arable to Christine's council, the health 
promotion board. 

{ChembeHwi Except it's elected. It's made of elected represen- 
tatives who then get help from professionals. 

(MitcheW So tiie decision makers about family services in a 
local community are not a social service and education types 
necessarily but a board. 

{Chamberlini I think so. The di^ to day administration is by 
employed administrators and social workers but th^'re answer- 
able to the elected committee that oversees them. It's interesting. 
New Hampshire has town meetings for all their towns. I live in 
a town €i 1600 and "e're redoing our five-]rear plan and so I 
thought, well, let's piactice what we preach. So, I said we ought 
to look at what's happening to families in this community, and 
I went around and interviewed a lot of the elderly, some single 
parents, and working parents, and this sort of thhig. I came up 
with a list of things and one was that we ought to form a commit- 
tee to look at what's happening to families every year and have 
it part of the annual report. It's now in the mix and whether the 
selectmen will include it or whether it's too radical for the com- 
munity I don't know. We're just not used to having scnnebody look 
at what's happening to families in the community as a whole. 

(WeUi Partly in response to Clheiyrs thing about what we can 
or can't do in relation to guidelines that are set I think the new 
federal legislation, 99:467, that you're referring to, I don't know 
if it allowed for an interdepartmental lead agency within the 
language, but Maine is a state, and I think Texas is another and 
there may three or four others, that chose to apply for an inter- 
departmental council being its lead agen^. So in our state, it's 
the interdepartmental cooi^Unating committee for preschool han- 
dicapped children which we call ICCPHC. And that is what's ac- 
cepted by the Federal government as an o.k. lead agenpy, so we 
got away from having to be health or having to be education 
by either asking for a waiver or assuming that we could do that 
and doing it and tl^n the Federal government had to respond and 
they reqionded positively. I don't Imow the legislation well enough 
to know if it was already allowed. 
O (Bauef) I think it was required that they be an interdepart- 
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mental group the legislation is quite clear on that. 

(WeiMt) It is required but I think you're maJdng a difi^^ 
point and that is that your lead agency is not what we think of 
as an agenpy but rather an interagency coordinating council act- 
ing as a lead agency. 

(Weid Andwewenttoour Attorney General in our state to 
see if this interdepartmental committee could have the state 
authority to be a lead agenpy and got word back that yes, it could, 
and so tiie Amding is going to come to it to admiidster. 

iChamberlin) Are you incorporated as a separate group or 
anything? 

iWeUi No. 

iChamberlin) But you still get a budget and you get a bank 
account? 

{WeiH The State budget that we have is designated to go to 
this interdepartmental qrstem. The mon^ actually gets spent by 
our Dept. of Education but it is this interdepartmental councU 
that has authority over it and the Dept. df Education has really 
given up its authority over those funds iu quite a remarkable way 
I think. 

(Berr^ Does Scandinavia have an educational philosophy 
that children under 7 ought to play more and have music and be 
outside? 

{Chamberlifd Yes, the people that work in the centers are 
people that have had three years of early childhood education and 
th^y see this as a development promoting environmort. They do 
try and promote play and rhythm and music and thir likethat. 

(Benjd I'm not an educator so I don't know, but I presume 
it's like every other stage of education with different theories. 

(ChiMmberlird They're not learning ABC's and 1 and 1 is 2, 
th^y have a strong feelmg for emotional and social development 
as an important part of the curriculum. 

{Berry) Thats one argument f ir separating it from the more 
formal education qrstem. But do xhey support tiie arts? It sounds 
like th^y certainly support health services in school. In other 
words, when the school budget goes, usually physical ed, music, 
and health go first, is that the case? 

{Chamberttrd I didn't really get into the regular school i^ystem 
enough to answer that question. They certainly have it in the 
preschool programs, the arts are a big part of the curriculum. 

(Bailed T6 change the subjject over to the health aspect of the 
home visitor part that's present throu^out Scandinavia did you 
get a sense as to what it was in the tradition that makes this 
universally acceptable, to have someboi^ coming i^to the home 
q'^^ a regular basis. 
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(ChamberUn) It diffei^. In Denmark, they started off 
three pilot communities and tried it out and, as I understand it, 
infant mortality dropped in those communities. I don't know how 
solid that data is but that's what they say and then it was offered 
to everybody in the country. That was the way it was introduced. 
It's all voluntary. You don't have to have a home visitor come 
into your home but something like 95% of the moUiers use it. In 
Finland, they made a deliberate poli^ decision in tlie thirties to 
emphasize maternal-child health because ihsy had such a high 
infant mortality rate. Th^ introduced these community centers 
and infant mortality came down. At the same tune that infant 
mortality was falling, there were very high death rates for tuber- 
culosis, heart disease, and accidents in adults. Because cf this it 
seems to me it's fairly clear that these programs did have 
something to do with this improvement in matenial-child health. 

(Baueti Do they all share a common agenda as to what their 
program is, or what the pe^ .nitted agenda is? Are they strictly 
for health supervision or health education regarding the preg- 
nancy or tho child or is it for general support or advocacy? 

{Chamberlifii It's evolved. It started off faii-ly health oriented 
and it's now much more developmentally oriented. ThB public 
health nurses, aftw they graduate from nursing school, have to 
have a year or two of experie nee and then they go back for a year 
of training in maternal child health. From what I understand, 
that training has shifted more to emphasize developmental issues. 
The Mannerheim League in Finland has been responsible for de- 
velq)ing a whole parent education curriculum. Iliey've attempted 
to make them much more develc^mentally oriented. Now the mid- 
wife and the nurse in these centers are having group sessions with 
parents. They've had to take extra training in onler to be able 
to run those groups. The content emphasizes emotioiml issues and 
developmental issues as well as health issues. In Finland there 
are very few home visits compared to Denmark. In Fiidand, almost 
all the contacts are in the center. They may make only one or 
two home visits during the whole first year, unless there is some 
kind of problem. In Denmark there are no centers so it's all home 
visits during the first j'ear. Sweden is somewhere in between. So 
the emphasis on the home visiting differs quite markedly from 
one country to another. 

(MitcheW When you wore presenting the population figures 
of a day care center for every 3,000 people and one maternal child 
health center for every 4,500 is that adequate? I mean, do you 
feel like the country is covered. And do the day care figure in- 
clude the system of neighborhood homes? 
Q ^ChamberUn) There's nevw enough day care, they always 
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tend to be a little bit behind. Their feeling is that the public can- 
not 8iq>ply total day care to everybo<fy. They're are church groups 
and otiier private groups. Access to care is on a priority basis and 
the peq[>le who are low on the priority list are p^sidans. I talked 
to several women physicians who were way down on the priority 
list and have more problems finding day care because they are 
economically well off and thqr live in good conditions. The ones 
who are hifi^ priority are the students who are in school, tl^ 
mothers, and the low-income working mothers, and they usuaiUy 
fill up the subsidized slots. The other mothers have to do it like 
we do and find people in the conununity to take their diild. How- 
ever, I think, diat anybody that takes their child is then super- 
vised from the local office in terms of content and what's happen- 
ing in that environment. 

(MitcheW Do you then have a stratified system where there 
are subsidized slots for the low-income working families and then 
private expensive preschools for the more affluent? 

(Chawherlird It's done on the basis of need not income. Cover- 
age depends on the area. The cities now are behind in dhild care 
facilities because there's been a massive migration frcm the coun- 
try to the city and the immigrants from foreign countries are com- 
ing in so they don't have enough child care for everyone in need. 
In some of the smaller rural communities, they have enou^ places 
for everybody, it varies in terms of what's happening to the popida- 
tion sl^. 

{Mitchell And the home providers, are they mostly infant 
care? Do th^ also do preschool care? 

{Chwnherlifii They do both. Most day care centers have a tod- 
dler group, a preschool group, and an afterschool group. And there 
are sonie mixed age groups that simulate sibling interactions. 

( Weiad It seems to me that some cS the people in this coun- 
try who have looked at day care for example, at the polipy level, 
have foimd the argument to look at what the ScancUnavians do 
or look at what the other modem industrial societies do, creates 
a backlash against always being compared to those countri js on 
these kinds of services. I'm curious, you're now moving out beyond 
child care and looking at i^stems of services toe families. I wonder 
how one sells what your selling, whether one emphasizes at tiie 
top that this is what other countries are doing or emphasizes the 
model that says. Oh, by the way this is being done in the Scan- 
dinavian countries, and I'm curious about your thoughts about 
that? 

(Chamberlifd 1 don't know the answer to that. That's one 
reason I wanted social marketing people here so we could look 
how they go about seUing these lends programs. I gather, 
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if rve learned anything, you have to find out where the community 
is and tailor the message in a way that they can relate to it. I 
haven't learned to do that very well yet and I think that's essen- 
tial to get it across. 

(Alboiud We'vejust had an example of what Heather is talk- 
ing about I mentioned yesterday the infant mortality report that 
was produced a year ago. Even within the Division of Pi;d>lic 
Health that rection came also to: ''Look what Scandinavia does." 
Our infant mortality rate in 1984 was 10.2 and a numbw of us 
thou^t that was terrible and as soon as we said, look what Jfl^Min 
ctoes their reaction was well, that's Jap'm. But when we noted that 
Georgia and North Carolina had separated the black population 
from the white population and had better rates for whites than 
in New Hampshire that struck home because that was in the U.S. 
So miqrbe psjrt of the answer is to find out where it works some- 
place here and say, well, if we can do it in New Mexico we can 
do it here. However, if we compared ourselves to Massachusetts, 
then they'd throw us out the door. 

{Wallmd One thing you want not to do is be compared to 
Massachusetts but if you want to be compared to Vermont or 
Maine, that's o.k., Iowa, that's all right, but not Massachusetts. 

{ChamberUrd Mary Jane could you tell us what your thoufi^ts 
would be on how to seU these kmds of programs to the New Hunp- 
shire legislature. How would you packs^ it? 

(Wallnef^ I think that firom what I've heard in the last day 
or so, I really think that you have to look at one issue at a time 
and, you know, the social marketing people were saying go for 
the one issue at a time. I think that at least fit>m my experience 
in the legislature, that's what people need to have, one thing at 
a time to deal with. 

(Chamberlin) So how do you keqpfirom getting it fi^gmented? 
That's the problem with the one issue approach? 

( Walbteh I'm not mactly sure. Obviously you need a master 
plan at some point but I think you really need to take one Uiing 
at a time and introduce that and not try to overwhelm them. 

{Chamberlird What if you got the governor to set up a task 
force on what's happening to families in this state. Is that a feasi- 
ble way of doing it? 
{WaUnef) No. 

{Bauefi We had one ofthose in Maine and that's pretty b^d. 

(ChamberUrii Would you say that child car is a big issue then 
or housing, or what issue would you pick to try and get across? 

{WallntH In New Hampshire* I definitely think that hous- 
ing is a really big issue. 
Q 'Chamberlin) More than child care. 
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(Wallneri Yes I think the child care issue is also a big issue 
but not because there's a lot of concern about our children right 
now but because we have an economic situation in New Hamp- 
shire where there's a labor shortage and politically they're look- 
ing for people to work and to get into those jobs. 

(Chamberliid So, you present it, in economic terms. We need 
housing and day care in order to get people to come and work in 
our companies? 

(WeUi Developmentally one can argue it's just as well for 
children to not start school until 7. You might want to say, figur- 
ing that public kindergarten just may not be a battle that can 
be won in New Hampshire given your tax base, what we need 
are developmentally appropriate child care services for all these 
children of two parent or single parent working families. If we're 
sot gcing to have public kindmgarten, let's have good quality child 
care programs so that children are getting adequate dBvelopmen- 
tal stimuladon and they'll probab^ learn to readjust fine at age 
6 or 7 wbdn they do start school. 

(Chamberlird One of the problems with no kindergartens, is 
that all the Head Start programs are filled up with 6 year olds. 
I can't find any Head Start spots for 3 and 4 years olds. 

(Wallned It impacts the day care pystem also. We're literally 
serving more children in New Hampshire because we have to serve 
them for that extra year because there are no public kinder- 
gartens. 

(Baued One response to the fragmentation issue: I guess one 
of the messages I'm starting to get is that one does it in little pieces 
at a time. You're more likely to succeed if you have a fairly con- 
crete piece, and that piece may be different firom one comiQunity 
to another or one state to another in terms of what capabilities 
th^ are or what interests there are, and what resources are there. 
So it almost seems inevitable that there will be a degree of frag- 
mentation in terms of how these things come on l^e scene in 
America. We aren't going to implement the ftill Scandinavian 
model for instance. It's nice if that could be, but it probably won't 
happen. The reduced fragmentation, probably would come after 
the fact when programs are in place. Then you could set about 
trying to have tasks force to integrate things or get coordination 
and try to reduce the fragmentation. The other thing is that it 
may be that, with all the consciousness raising, the fra^nents that 
get in place will be somewhat better coordinated from the start. 

(Chamberlifi) Letmejustwelcomelhr. Zigler. Doyouwant 
to make any comments about the discussion? 

(Ziglef) It's interesting, we've wrestled with all these prob- 
^*^*iis for a good number of years. I think I'll just wait. But you're 
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right we're never going to have the Swedish model. 

(MitcheW Fd like to address it Vermont got through a huge 
children and family services package last year without anybody 
perceiving it as a package of funding for children and families 
and now we are needing to deal with that comlinating issue. We 
funded separately a parenting education program, in home ser- 
viceSy parent-child centers, an early education initiative, and a 
significant expansion of day care. We aU talked together ahead 
of time and everybody felt comfortable with, o.k., you'll get this 
piece of it and Til get this piece, and then once it's all in place 
we'll work together. But, in fact, because each one of those line 
items has a different set of reporting forms and a different set 
of evaluations, it has different ownership. The Children's Trust 
Fimd is owned by somebody, the Early Ed Initiative is owned by 
somebody else, Uie day care is owned by somebody else. It does 
have the effect of fra^enting communities that, in fact, were 
doing comprehensive programs and felt very comfortable support- 
ing each of these individual initiatives tMnking all we need is 
the money and it will be no problem and we'll have everything. 
On the other hand, there's no way you could have sold a 3 and 
V& to 4 million dollar package as a comprehensive family support 
system. 

iChamberlin) And then when you have to compete for the 
same money, that brings in a whole other sort of negative inter- 
actions. 

{MitcheW 1 don't know what the answer is, but I do know 
it's a problem and we didn't think it was going to be. 

{Weis^ I was just going to that in looking across the states 
most of the places that have gotten any kind of a substantial in- 
itiative going through a legislature have used a social problem 
approach, whether it's one social problem or a package of social 
problems. Somehow what you're doing is going to have to address 
that and that's seems to be the reality of it. Then, people have 
tried to work in some places on the fragmentation issue informally 
and then formally through the way they wrote their RFP's. In 
some cases there will be an agency that's going to do the initiative 
but they'll try and work with other agencies at least informally, 
if not formally, to get them to buy on and to help them pick the 
local sites that are going to do this. Then they write their RFP's 
so that they require interagency collaboration at that level. So 
that I think you may not be able to mandate from the top that 
this is going to be a non-fragmented system but there are ways 
to build in at different points things that will at least move in 
the direction of trying to increase so ne kind of collaboration, 
rbe if we think of it in terms of what are some of the ingre- 
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dients that can move it that way as opposed to just thinking it's 
going to happen or despair because it's not. 

{Chamherlifd You can come in from the other way where the 
l^lators get together and demand interagency collaboration by 
saying we aren't going to fund all these preschool programs imless 
all you agencies get t<^ther and came up with some kind of 
overall plan. So it seems to me that one of the best ways to do 
it is to get the legislature to mandate it. 

{Albantd Cheryl, how did that happen in Vermont? Who 
pushed for the comprehensiveness of your budget? 

(Mitchell The advocacy group, the Children's Forum. 

(Albano) That's right, like in New Hampshire where family 
planning and prenatal were the keys. That was the driving force, 
not the state agen^ and not the legislature. 

(Mitchell) We also had key people within the legislature who 
had that vision of what needs to be happening comprehensively. 

(Albamd Legislators who worked with the coalition which 
was the same with us. 

(Wallnef) But, you need the backup from the state agenpy. 
Just putting people out there and a state agency not provi^ng 
information to the legislature doesn't work. 

(Albano) Yes, we provided all the backup data. 

(MitcheW Technically the people in our state agencies are 
not allowed to talk to the legislature. 

(Wallner) That was the message we got from the Maine 
legislator though wasn't it? 

( WeW Yes, that the message needs to go up to commissioner 
level people and that governors need to allow their mid level 
bureaucrats to talk with legislators so that they can fashion 
legislation that makes sense. 

(Berry) Well, the mid level bureaucrats do in Vermont but 
it's not in an open way. The problem is it competes with the gover- 
nor's agenda. The governor sets her agenda and she's not going 
to endorse other things that compete with it. But in Vermont, 
there was a surplus so it was trying to control exactly how those 
surplus dollars got spent. 
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Head Start and Legislative Approaclies 
to Promotiiig Healthy Families and Children 

Presentation by Edward Zigler, Ph.D. 



iChamberlin) This afternoon we have Professor Edward 
Zigler, Ph.D.» of Yale University who Is Head of F^chology at 
the Yale Child Study Center and Director of the Bush Center in 
Child Development and Social Poli^. He was a member of the 
National Planning and Steering Committee of Phgect Hea^ 
and was the first Director rfthe U.S. Office of Child Development 
and Chief of the Children's Bureau from 1970-72. During that 
time I was a member of the Child Development Section ol the 
American Academy of Pediatrics and I remember a dinner we had 
with I^. Zigler in Chicago. He was telling us about his political 
experience and all the criticism one has to take in such a posi- 
tion from various political frictions. I asked him why anyone would 
want to subject himself to all that abuse. He responded that this 
is a place where you can make a whole lot oi tlungs haiqwn. That's 
the tnAe^S, and we can all be glad that people like Dr. Zigler 
are willing to endure criticism and complaints if in the end they 
get to help children. Dr. Ziglw is editor and author of numerous 
books and articles, one of which, entitled Children, Families and 
QovemmenU is especially applicable to what were looking at to- 
day. Tm delighted to have Dr. Zigler here to give us his perspec- 
tive on what we are trying to do. 

{Zigler) I was asked to do one thing but I think Fd like to 
do two. One is to talk to you about Hjad Start, since I'm probably 
the oldest living Head Starter. But I also thought that for a group 
of this kind, especially in light of the discussions ¥^ just heard, 
you might be interested in some brand new developments in 
Washington. A number of policies for children and families are 
in the works right now, and if I were a state-level person Fd want 
to know about them so that the state can start planning and in- 
terfacing with the federal efforts as soon as possible. 

Let me start with Head Start. llSy professional life has been 
intimate^ involved with this program, beginning when I was a 
member of its planning group some 23 years ago. Later I was the 
federal c^cial responsible for the program during my years in 
.y^dungton. In 1980 President Carter asked me to chair the 
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16-year Anniversary Committee on Head Start, which waa given 
the charge of asseaaing the program and determining its fUtiire 
directions. Our suggestions were evidently lost because just a week 
ago I sat at CDF with a group who had come together to plan for 
the future of Head Start. At any rate, I am still very involved 
with this program. 

I would like to put Head Start into an historical perspective 
for you because I think there is a lot to be leamcMl from our ex- 
periences and our mistakes. As popular as the program is, it is 
a story mired in confusion and misunderstanding. Fve been par- 
ticularly intrigued by what I see as this nation's love-hate rela- 
tionship with Head Start. The program started in 1965 and until 
about 1968 ei\j<qred a honeymoon period. Hie nation was euphoric 
over Head Start and praise was heaped on it from all sides. We 
were the Sesame Street of the mid-'60s. Then things went sour. 
In 1969, the Westini^ouse Report appeared and proclaimed that 
Head Start produced no demonstrable, lasting benefits. At about 
the same time Arthur Jensen's monognqih on the nature/^urture 
issue reappeared. This was a scholarly disrourse on how much 
of intelligence is genetic, but finr some reason Jensen hegsn it with 
the phrase that conqiensatoiy education has been tried and it has 
failed. Pessimism set in around this time, and Head Start began 
to fall from its pedestal. 

In 1969 1 was asked by the White House to come to Washing- 
ton to run the Head Start program among other things. Shortly 
after I arrived in 1970, an unnamed White House source was 
quoted in U.S. News and World Report stating that Head Start 
is a proven failure and is little more than a babysitting service 
for welfare mothers. To rub salt into the wound, the first week 
I was in town I was called over to OEO, which disused the Head 
Start funds. There someone from the Office of Management and 
Budget had out on the board a three-year phase-out plan for Head 
Start. So having been asked to run a program that was very dear 
to me, I arrived to discover that my real job was to close it down. 

As you know, the program was not terminated. When I was 
in Washington, my strategy was to avoid a standstill by constant^ 
improving and enlarging the program. My goal was to make Head 
Start into a national laboratory. We introduced a whole variety 
of programs within the Head Start framework. They weren't all 
booming successes, but some earned us a favorable reputation 
around the country. We started the Health Start and tiie Home 
Start programs, and we began the Education for ParenUiood ef- 
fort in this country. We began the Child Develc^ment Associate 
training program because we saw, as early asl970, that this coun- 
^ j^^would soon face a tremendous child care problem. We had to 
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start training a cadre of competent caregivers who could work 
at a price that parents could afford to pay. The program that I 
was most pleased with was called the Child and Family Resource 
Programs. The concept was to offer a collection of programs within 
a general setting where a family, instead of fitting themselves 
to a program, could select whatever services tiiey needed. We had 
about 30 of these centers around the country, and they appeared 
to be succeeding. Even the Government Accounting Office, which 
is notoriously hard to please, was inq>ressed. They called the pro- 
gram the way of the future. Unfortunately, when I left Washington 
those who inherited my responsibility just closed the program 
down. We may try it again in my lifetime. 

So in the early 1970s we ware constantly trying new things 
that looked interesting and people saw us as worthwhile. I guess 
I tipped the scales when I decided to put to rest my years of worry 
over the Westinghouse Report. I never had a lot of confidence in 
that report, especially considering the methodologies^ problems 
that Donald Campbell and Joan Bissell and others had pointed 
out, and I never thought it should be the ultimate assessment of 
Head Start. So I asked a friend of Head Start, and a very fine 
scientist and a great i^thesizer of data, to take another look at 
it. This was Urie Bronfenbrenner, who completed his report in 
1974. In it he generated the "fade-out** hypothesis - that there 
is a moderate benefit for a couple of years and then it vanishes. 
He was just beginning to flirt with his ecological approach at that 
time and he was thinking about Hcmie Start as a more promis- 
ing intervention. It's very interesting how data are read and 
handled by the world, because at the same time I commissioned 
another report by a Cornell Student, Sally Ryan. Sally looked at 
exactly the same body of data that Urie had looked at but she 
came out with the quite different conclusion that there were long- 
term effects. I have yet to hear anybody quote Sally's piece, but 
Urie, given his eminence, was quoted everywhere. In many ways, 
the 1974 statement was much more danming for Head Start than 
was the Westinghouse Report simply because of the person who 
wrote it. 

Now between 1975 and 1978, Head Start was essentially in 
a holding pattern marked by uncertainty, confusion and misin- 
formation. For example, during this period the Associated Press 
and The New York Ttmesboth reported that Head Start had ceas- 
ed to exist. After I left government, I went home to New Haven 
and took refuge back at Yale. Soon I suffered a very serious ill- 
ness and was not a player for a while. My coming out party was 
about 1976 when I delivered a keynote address to the National 
O isociation for the Education of Young Children. I told them that 
hi\LL 
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people should stop sajring Head Start doesn't work, because I had 
some of my own data in New Haven which indicated to me that 
it did have long-term effects. I suggested that we look at the 
xeseaich qiecifkal^ for long-term effects, or lack of them, because 
I didn't see it as a closed issue. In that speech I put into place 
what has since been called the Cornell CSonsortiiim. At the time 
we had about 10 or 12 longitudinal studies in place of not just 
Head Start, but early intervention prcgects of various kinds, and 
we put all that data tc^pEither to ^-.e what the long-term results 
were: The Cornell Consortium report revealed that there were 
indeed Icmg-lasting effects of Head Start. The researchers, at least 
fw the Weikart Project, also did cost/benefit analyses indict 
that Head Start saved more mon^ than the program cost. 

Unsurprisingly, at this point in time HmA Start went from 
being an akject Mure to being a wonderfol success. C^ 
gave Head Stut its first budget increase since 1986, and advocates 
such as myself were able to Imp the program out <tf a newly 
formed Department of Education. This was followed in 1980 by 
Preddent Reagan induding Ifoad Start in his Safety 
What I would like you to note is that the basic Head Start pro- 
gram didn't change dramatical^ during this 16 year period. All 
that changed were media reports and perceptions. 

Throughout this period of ups and downs there were two 
sources of constant support for Heaid Start. First and foremo^ 
the Head Start parents. They never did understand what the 
research argument was all about. They mw their children learn- 
ing, eating, and being happy, so they did not share our scientific 
dismay. In fact, we discovered that about 96% of the parents felt 
this was a valuable and successful program. This degree of en- 
dorsement by users is unmatched by any other large scale social 
action program. Their support has been veiy valuable to the life 
of Head Start. 

W e were also fortunate that every hi|^-level decision maker 
who had contact with Head Start, no matter what his or her 
political lineage, became an advocate for it. It's veiy hard to visit 
a Head Start Center without liking it. This included my old 
siq)erior, Elliot Richardson. When we thought we were going to 
lose the program , he carried the battle to the White House . Other 
decision mdcers who became involved with Head Start were 
Patricia Harris, who was secretary of HHS under the Carter ad- 
ministration. A name that wiU probably surprise you, as one ne 
thinks of him as a terribly outspoken advocate of Head Start, is 
Caspar Weinberger. He developed a close knowledge of the Head 
Start program dtiring his 10 years as Secretary of HEW, and I 
P ras a spedal consultant to him during that period. Even before 
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Pk^dent Reagan's inauguration, I atill remember Caspar Wein- 
berger qipearing on Meet the PkMi and pra^^ 
mising ttutt this is the kind of program our new administration 
will want to support. I can make the list longer. The point is that 
per pie with varying political ideologies who deal with Head Start 
and are responsible for it, really become impressed with it. 

I won't spend very much time on what most of you know 
already about the long-term effects of Head Start. The briefest 
version of the Cornell Consortium's report appeared in Science 
and ia only five or six pages. If one wants the whole story, there's 
a book called 4s the Twig ia Bent which gives you the data for 
each of the projects. The Cornell Consortium found in4)rovement 
on reading and math achievement scores, being in the correct 
grade for age, and being in a regular dass rather than in a spei^ 
class. There were no permanent changes in IQ, but I never thcu^t 
there would be. There is much more to human behavior than 
scores on IQ tests, ar Vve written in many, many places. 

Since the first Cornell Consortium there's been a second wave 
of longitudinal data. At least two studies have followed interven- 
tion graduates beyond high school. One by Weikart in the 
Changed Litres monograph and a second by Martin and Cynthia 
Deutcfa. ^th of these pxtgects were in the Cm f 'onsortium. 
The reports show more college going, less weiia(-* Jj?enden<y, 
less criminality, and less delinquency. So there continues to be 
an impact. My own feeling is that the magnitude of the long-term 
effects of Head Start leally depends upon two factors: How in- 
volved parents become in the optimum socialization and educa- 
tion of their own children, and the extent to which schools follow 
the program with further intervention efforts. 

While we've learned a great deal over the past 22 years, we 
are also now aware of some of the errors we made. One error was 
searching for some magic period during which fairly minimal in- 
tervention would have megor effects in changing the coiuw of the 
child's development. Across the years we have had champions for 
i^articular ages as the optimal times for intervention. Some tell 
us it's the first nine months in utero. Others view the first year 
of life as a particularly sensitive period due to the development 
of bonding between the child and parent. Burton White sees the 
first three years of life as the most crucial. The founders of Head 
Start nominated the year or two before fcnrmal schooling. Beireiter, 
alter being a champion of early preschool intervention, later 
believed that we should concentrate our efforts during the first 
three years of formal schooUng. Nicholas Hobbs (toward the end 
of his life) basing his thinking on the works of Feuerstein in par- 
^^"^ar decided that adolescence is the best time to impact the 
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developing child. Today we are hearing a lot about the first five 
years k life. It's like all the kids have vanished at the age of six 
so we don't have worry about them anymore. 

I think that all of these views are both right and wrong. The 
fact is that there is no single magic period in the process of develc^ 
ment for the simple reason that ea<^ and every period is a magical 
and important one. Inherent in the view that any one period is 
especially sensitive relative to others is a concept of development 
that allows for discontinuity. This discontinuity position has had 
some value when applied to stages or qualitative differences in 
cognitive f^mctioning. We should not, however, be mislead by such 
viduable analytic dSforts into tiiinking that development in its 
totality is discontinuous. Life is, in fact, continuous from concep- 
tion through old age. Each period of development grows out of 
each proceeding period. I am convinced that for each period of 
development there are environmental nutrients which stimulate 
further development and/or buffer the child against stress and 
adverse events experienced during that period. The Head Start 
program provides just such environmental nutrients at the 
preschool stage. The fact is that it's really hard to change a chi?d 
and if you're going to succeed, the only way is to have programs 
which dovetail. A program for a one-year-old must be followed 
by one for a two-year-old, and so on, and these programs must 
interface with eadi other. One of the programs I started in Head 
Start was called Project Developmental Continuity. In this, one 
tiling we tried to do was make a child's Head Start records 
available in the 1st grade so teachf'rs could build upon the child's 
experiences. So I have long been a spokesman for such a view, 
altiiough it's not terribly popular yet. 

Now the research issues of the next decade will not be whether 
Head Start is effective. I think that we have finally developed 
a total consensus in the United States that early intervention has 
value and has long-term effects. That fight is over. Now we should 
turn to two questions. One is which children benefit maximally 

from which type of program That's why the question, *^how 

does day care affect a child," is nonsensical. The right question 
is how do dUferent types of day care affect different types of 
children. The same is true of any kind of intervention program. 
This is the more differentiated question we should move on to. 
And then we have what is, to me, still the very toughest ques- 
tion on early intervention, in Head Start or anything else. That 
is, **What particular processes mediate the documented long-term 
effects?" What we have now is an early intervention program, 
and we look at th ^ children as they grow up and see that it made 
•^^^Terence, but why? 
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I can give you three quick hypotheses. The one that Tm par- 
ticularly partial to is the role of the parent. If you can change 
the parent so that he or she is a better socializer of the chiH that 
might be the mediating process, because the parent is there day 
in and day out, year after year. It's a wonderful lever for growth 
and development if you can utilize it. We do have some research 
that shows this to be the case J refer you to a piece in the Americon 
Journal of Orthopsychiatry hy Ptoker, Piotrkowsld, and Peay, and 
there is other evidence as well. 

There is also the Weikart l^^thesis, which is a kind of snow- 
ball hypothesis. You make the child a little bit better in the pre- 
sdiool period, and s/he goes to Ist grade and the teacher interacts 
with that child somewhat differently so he or she becomes a little 
better yet, and then the next grade better yet. F m troubled that 
while the Ypsilanti group had been pushing this hypothesis, they 
refused to test it. There's a simple test, which is to go into a school 
room and see if Head Start children are indeed responded to dif- 
ferently than others. Actually one of the things we discovered in 
the early years is that teachers, rather than loving Head Start 
children and treating them better, tended to have problems wi^h 
them. There is certainly a discontinuity between Head Start, 
where there is an emphasis on individual development, and the 
classroom, where more regimented behavior is expected. The Head 
Start child has to unlearn a style of behavior that is alien to the 
classroom, whereas a child who has not been in Head Start is less 
troublesome to the teacher. Thus, I don't have a lot of confidence 
in the Weikart hypothesis. But again the work hasn't been done. 
These to me are not things that Dave and I have to argue about. 
Thqr're empirical issues. We should simply get on to testing them. 

The third hypothesis involves a factor in Head Start that we 
have not paid nearly enough attention to — health. People forget 
that Head Start is probably the largest provider of health services 
to poor children in our nation. The way we do long-term outcome 
research, if you think about it for a minute, is really the difference 
between two means. You have your experimental Head Start 
children, and 15 years later you get a mean on something, then 
you have yo\ir comparison children and you get a mean on that 
same something and then you compare them. Well, means are 
very sensitive to what we call outlying scores. If you improved 
the health of three children who would otherwise have been sick 
in a group of 30 children, that would almost be enough to give 
you the kinds of differences we find, which are not immense. Of 
course, those of us who value children would see the program as 
successful if the health of only one child improved. 
O My point is that in spite of all this beating on the drums about 
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how wonderful Head Start chi? 'ten are 20 years later, if you com- 
pare them to middle-dasB people in their early 208, they still don't 
measure up. If you look at their own comparison group, of course, 
Uiey look better. It's not a whopping big difference, although it 
looks WsB it may have practical significance. But I think there 
has been a tendency by the Cornell Consortium Group to oversell 
the results. How mudi effect do you realty expect to have? You 
give chil^n a program for a year when they're four and you look 
at them when they're 20. To me, the fact that you find any effect 
is remarkable. I don't believe in magic, I never have. That's wl^ 
I like to unravel the processes. 

In the early years of Head Start an error was perpetuated con- 
cerning the d^ree of plasticity exhibited by the human organism. 
I agree with my colleague, Sandra Scarr, in her depiction of the 
1960's as a period characterized by naive environmentalism. Let 
me describe the atmosphere of the '60s so we can understand why 
everyone thought we could accomplish so much by doing very lit- 
tle. Two popular books at the time were my firiend Joe Hunt's, 
Intelligence and Experience, and Beiqamin Bloom's, StabiUfy and 
Change in Human Characterietics. 'Riese scholars made it sound 
like it was very, very ea^y to change people. This was also the 
period when White at Harvard and Held at MTT made us all giddy 
with their reports of just how much inqyrovement in cognitive func- 
tioning could be achieved simply by placing a mobile over an in- 
fant's crib. I could still remember one day when I was on the lec- 
ture drcuit, I gave some boring, dull talk about something or other 
and afterward people came up to ask questions. One la^, about 
46 or 60 1 guess, was kind of hanging back and finalty Ae drew 
up her courage and walked up and said, ''Professor Zigler, I've 
waited to ask you a question because it's very important to me. 
You know, when I was a young mother we didn't know about 
mobiles and I didn't put one over my child's crib. You're such an 
expert, perhaps you could tell me how much damage did I do? I 
assumed she must have had a retarded child and was blaming 
herself as parents often do. I asked more about her child and 
discovered he was at Cornell, where he made Phi Beta Kappa in 
his junior year. I asked her how much smarter she thought he 
would have been if she had put a mobile over his crib? She said 
she'd never thought about it, but she guessed he was doing just 
fine. I told her not to worry about it. You can see the anxiety these 
reports generated. 

This fierce environmentalism carried along in banner head- 
lines by journalists and popular writers at the time. There was 
a piece Maya Pines in the Sunday New York Times Magazine 
' O *iich she informed us that a pressure cooker approach to ear- 



ZKILER 



229 



ly childhood was the solution to the poor school performance of 
economically disadvantaged children. The Deutchs' Program in 
New York City, the Harlem Prqject, also got a lot of attention. 
This was the same one where they have just done a follow-up on 
the graduates. The Deutchs found a 10-point IQ increase in 
children over the course of their 10-month intervention. The one 
common finding, no matter what you do, is a 10-point increase 
in IQ, which I really think is a difference in motivation and has 
very little to do with formal cognition. But be that as it may, they 
got their typical 10-point increase. The journalists in New York 
City did a little simple arithmetic — 10-month program, 10-point 
IQ increase — and came up with a striking headline for the New 
York paper: ''Program Increases the IQ One Point a Month." I 
had a little two-year-old at the time and I was very tempted to 
send him down for about 40 months worth. 

The planners of Head Start ¥^re not immune to such naive 
and grandiose expectations. We were going to take children out 
of the slums of this country, the Harlems, the Appalachias, and 
were going to put them into a program for six or eight weeks and 
then ^ey were going to be forever wondeiful . Remember that tiie 
original Head Start program was a brief intervention during the 
summer preceding the diild's entry into school. Fm afraid many 
actually thought tiiat a six-week program would be a panacea for 
all of the problems exhibited by economically disadvantaged 
children. It was an inoculation model. We insisted on ignoring 
the biological integrity of the person and treated the human be- 
ing as an organism who was highly malleable and probably' perfec- 
table. We should have known better. 

I tried to slow things down a little, but that was hard to do 
because it was a time of great optimism. We were going to wipe 
out poverty in this country and we were going to do it with four- 
year-old cluldren. The evaluations of the six-week program didn't 
help, since they showed the standard IQ increases of 10 points. 
This only fostered our belief in the almost unUmited potential of 
environmental intervention. 

Thankfully, we came by some visdom early in the develop- 
ment of our nation's Head Start program. We soon reslized that 
children cannot be inoculated against the ravages of poverty ex- 
perienced year after year over the long course of development. 
After the first summer. Head Start became a more realistic one- 
and in some places a two-year program. Many were aware that 
even a year or two was not sufficient to meaningfully impact a 
growing child. Thus, was bom our nation's Follow Through Pro- 
gram, which extended the intervention through the first three 
^ades of elementary school. 
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Some of the views of an endlessly plastic organism remain with 
us today. My friend, Joe Hunt, hasn't chan^ one bit. He con- 
tinues to argue that the reaction range for intelligence is 100 
points. For the behavior geneticistSia reaction range is simply 
"What is the difference in intelligence between the worst environ- 
ment and the best environment." People like Cronbadi and Ed 
Zigler look at the same kinJ of data as Hunt and conclude the 
reaction range is about 26 points, which is still quite a bit. 
However, there can be little doubt that reaction has set in in op- 
position to extreme environmentalism. 

Fm an historian of the natm^nurture controvert and see it 
to be like a pendulum. We push environmentalism for a while 
and we go too far^ then we push the genetic apprcnch and even- 
tually push that too far. We never seem to be able to get back 
to the center of things. One strain of the reaction can ]tp«) sf m in 
the views of Arthur Jensen and his porters. Another cos be tound 
in the work of a mqjor developmental thinker, Jerry Kagan at 
Harvard, who now espouses a fcnrm of neomaturationism, the roots 
of which can be found in the work of Arnold Gesell. It's really 
very funny if you're an historian of science, because Joe Hunt said 
he was reacting to Gesell. Nobody was paying any attention to 
Gesell by 1960 by the way, so he set up the straw man of ruatura- 
tionism and the fixed IQ which nobody believed anymore. So we 
went from Gesell to Hunt and now we're back with J^iy Kagan 
to the starting point, so we've come frill circle. I just reviewed a 
brand new book that champions the genetic point of view by a 
very good worker in mental retardation, Herman l^itz. The title 
of the book is. The Raising of Intelligence: A SelectedHistory of 
Attempte to Raise Retarded Intelligence. Spitz takes a veiy genetic 
position and his answer is not much. So we're swinging back in 
that direction. Caution is advised. In the '608 we probably did 
oversell the importance of ear^ childhood. But the threat today 
is that the importance of early childhood will be undmold. 

Another error we made that always has bothered me is to put 
all poor children in one set of centers and more wealthy children 
somewhere else. In fairness to the founders of Head Stiut, we put 
into place a principle that 10% of the children could be from non- 
poor families. If I had to do it all over again, I would change that 
to one-third. I think you need at least that ratio to get any of the 
benefits that intermixing could give children. But that was 
another one of our mistakes. Howevt^, I still think it's fair to take 
a positive view of the overall history of Head Start. 

This positive view does not mean that we should rest on our 
laurels. I think of Head Start not as a static program but as an 
evolving concept, an effort that must continue to grow and develop. 
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In fact, one of my biggest problems today, as this country moves 
toward universal preschool education or imiversal di^ care, is 
where does Head Start fit? M^t is Head Start, and what is its 
place in the mosaic of programs for children? 

I can tell you one thing tiiat Head Start or no early interven- 
tion should ever be. I think we must repudiate forever the view 
that hi^r IQ scores and their close correlate, elementary sdiool 
grades, are the ultimate goals of early intervention efforts. Fm 
very much afraid that the new excellence movement in educa- 
tion, the accompanying back to basics approach, and itke new ac- 
countability we're hearing about which leads to the testing and 
retesting of very young children, represent a new threat to what 
is best about K jad Start. The question is whether we shall com- 
mit ourselves to a narrow, cognitive development approach or to 
a wider, whole child approach. So far as Head Start children are 
concerned, the back to basics and cognitive develqmient emphasis 
are based on fallacy; namely, the now discredited deficit model 
which held that the central problem of economically disadvan- 
taged children is their inherent intellectual inadequacy. A respec- 
table body of empirical work has now made it abundantly clear 
that poor children have much more intelligen ^ than is typically 
attributed to them. What we should be working on is not increas- 
ing IQ scores but rather the production of socially competent 
human beings who use all the intelligence they possess. 

I have long argued that the goal of our intervention efforts 
for children should really be social competence. I tried to define 
this, if you want to read it in a piece I did with Penny Trickett 
for the American Psychologist, called 'IQ, Social Competence, and 
Evaluation of Early Childhood Intervention Programs" (1978). 
I think that social competence will eventual^ be defined by 
several factors, not the least of which is physical and mental health 
and well being. I don't think we pay enough attention to the role 
of physical health and nutrition in the functioning of children. 
No whiz bang pedagogy is going to help a child who is so hungry 
that he or she falls asleep at the desk. So I continue to push 
physical and mental health as a measure of competence. Of course, 
I do believe we should do all we can with formal cognitive ability, 
including language and other school related intellectual skills. 
And I think there's quite a bit that can be done tiiere. Even if 
you believe tl "t the heritability index for intelligence is greater 
than .6, which means about half of intelligence is genetic and 
about half is environmental, there's still a lot of room to work 
in that area. But it is just as important and easier to get benefits 
from tr3ring to improve emotional/motivational factors. For ex- 
ample, we should work on children's locus of control, because so 
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many poor children don't think what they do can make a difference 
(their parents think that as well). A healthy and appropriate 
responsivity to adults, and development of a positive self-image 
are the kinds of factor that are more wsHy changed th^ 
intelligence. 

We must also do more to work with parents. Th^re have been 
some very important changes in the field of child development 
over the years. In fact, I can hardly recognize this field from the 
time I came into it as a graduate studmt 30 jrears ago* We had 
then the concept of the 4yad* There was the mother aikl the baby, 
and aU of the eiq)erienoes were unidirectional from ncK^^ 
Bell's notion tluit there was an interaction, that the haby influ- 
enced the parent, is only about 20 years dd. The &ther was nonex- 
istent until about 20 years ago. Today there's a whole different 
view, and your meeting hwe expresses it in a way. Tliis change 
owes much to Urie's ecological model and also to the transaction^ 
model of Arnold Sameroff. We now see the diild as sitting in this 
complex dynamic system called the family. That family, as com- 
plex as it is, sits at the intersect of all of the other social institu- 
tions. For example, if there's vast unemployment, it inqmcts tiie 
child, but no family determines economic conditions so you have 
to look at the entire world of work. The media, the school, and 
all other institutions are also impinging on the child, usually 
through the family. So it's quite a complicated systems approach 
that we're now using in understanding human develq>ment. Our 
theories are converging on the notion that the unit of interven- 
tion is the entire family. Family support programs were unheard 
of not too long ago. Today there is tiie Ounce of Prevention Fund 
and a huge variety of faniily support programs that I came in con- 
tact with when the Bush Center hosted a national conference on 
family support in America. This resulted in a book, Americaa' 
Family Support ProgramailBSl). The fact that there was enough 
material for a book shows that this is the direction the country 
is taking. 

Well, I think I've probably gone as far as I can on the Head 
Start program. What I thought I'd do for a group of this kind is 
to very quickly run through some bills that are now before Con- 
gress. You not only have to get ready fixr them, but you should 
be impacting their forms now while they are being written or 
amended. 

We have before Congress today the Infant Care Leave Bill 
which will provide something like 18 weeks of unpaid leave for 
the mother or father. Given the Swedish evidence, it's clear that 
probably 90% or more that leave will be taken by women. I've 
^been particularly interested in this bill because not long ago I 
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headed a blue ribbon commission at the Bush Center at Yale. We 
looked at the issue and conducted many surveys and analyses, 
including what did European ^stems look like. Our studies have 
just come out in a book, The Parental Leave Crisis: Towwrd a No- 
tional PoU^^ edited by myself and Meiyl Frank. The commission 
was set iq>andfimded, interestingly enough, by the Reagan peo- 
ple. It included Jerry Kagan, Berry Brazelton, Urie Bronfenbren- 
ner, Betty Caldwell, Julie Richmond, Sally Provence, and other 
prominent specialists. That was the last joint effort b> Wilbur 
Cohen, who died shortly after the work cf the commission was 
over. 

We and our staff looked at this problem for two or three years, 
and we came out with a recommendation for this country which 
was about the median of what the world does for families. This 
is a six-month leave with three months being paid at about 76% 
of salary. The cost wasn't tremendous. Our suggestions were 
picked up by the Congress and are now making their way thrmi^^ 
the legislative process. Of course business was fighting this bill, 
saying it would cost $16 billion dollars. Then the GEO studied 
it and came up with the number of $600 million, which is primar- 
ily the cost of the medical insurance that is held in place whidi 
is a very important feature of the bill. 

By the way, if you would like to look into the soul of some 
cross between an advocate and a behavioral scientist, I was con- 
fronted with a real problem when I was asked to testify in fieivor 
of this bill. It really is an absolute nothing bill, far from anytiiing 
that one would call a good infant care leave policy for a family. 
If you don't have any money, how in the world could you take 
that time off? Well, even Yale professors know that something 
is better than nothing. I swallowed hard and became an advocate 
for the bill because I am already thinking about the next bill. 
Turning to history again, look at the first Social Security law in 
this country. It was pathetic — a guaranteed recipe for poverty 
for old people. But what happens is you get a principle into place 
then you build on it. Social Security is stUl not great, but it's cfuite 
defensible. I'm working hard for the parental leave bill not because 
I think it's a great bill but because I like the principle. If I can 
get that principle into place, over time we can work on it and make 
it better. If it fails to pass, there's nothing to make better. 

Another bill that I'm developing is a model to solve the child 
care problem in America. I'll give it to you very quickly. I would 
like to see two (^stents in every school building. System #1 would 
be the formal schooling that we already have. The second would 
be a diild care system, which would enroll children between the 
-^ges of three and five. From six to 12, tlie child is in the regular 
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school program as well as the child care system. It would open 
two hours before the formal school day and stay open two hours 
later, providing before* and after-school care and vacation care. 

There would be three other features of my diild care ^stem. 
First, there would be the outreach program offered to parents 
begiiming in the third trimester of pregnancy . lliis is th^ 
as First Teachers model that we ahreacfy have in every school in 
Missouri today. There are home visitors who are supportive of 
the family , fr(nn prenatal care throuc^ the early bonding, 
re m a inin g involved until age tbree. Ilie second outreach program 
is very, very important to me because the child care system that 
worries me the most is the family day care system. It's very 
heterogeneous. You find everything in it, from the excellent to 
the awful. In testimony I gave, I said family day care is a cosmic 
crapshoot. This was picked up by the New York Times, which 
presented an editorial with that title. They described children who 
had burned to death in family day care homes in New York City. 
I don't know if you're aware of it, but that Uttle girl who fell in 
the well in Texas was staying in a family day care home. Wiat 
I mean by cosmic crapshoot is if you're lucky, you knock on that 
right woman's door; she's warm and understanding, so it's like 
you've gotten a new family member. So I'm not dAmning all family 
day care. But it can also be terrible. Within my plan I would use 
the model developed by Elizabeth Prescott and June Sale. All the 
family day care homes in the neighborhood around the school 
would be tied into a network. The hub of that network would be 
the child care part of the school. They would help monitor the 
system, train the caregivers, and be a general support to tiiose 
who need it. 

The third piece of the school-based child care system would 
be an information and referral system where parents could go to 
find other services that they might need. Tliis would include night 
care and a variety of things that you can now get through good 
information and referral i^stems throughout tl^ coimtry. That's 
the system. 

There are only two further details that I'll mention. One is 
who's in charge of it, and two, how do we pay for it. Within my 
plan I say that child care, like education, is not mentioned in the 
(Constitution. Therefore, I feel that child care will be a state respon- 
sibility just like education. At the operational level, I am pretty 
much convinced that the child care i^stem should not be in the 
hands of formal educatm for three reasons. One is that principals 
and teachers are ahready so harried and so pressured to upgrade 
scores that the last thing they need or want is another respon- 
^sibility . Anothn* reason is that you really want to start at birth, 
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as I want to, and continue the care and training of very young 
children. The formal school iBfystem does not have tiie expertise 
to take on that part off the child. The third reason is simply cost. 
V you cost out what it would take to provide the i^stem at the 
level we're now paying educatore, no nation could afford it. They're 
way too expensive. This doesn't mean that I'm willing to sacrific 
quality. Essential to my plan is a minimal quality standard for 
every one of these sdiool child care i^stems. I see that system 
being run by a BA or BCA level, early childhood educator. For the 
three- to five-year-olds, thore might be a master teacher with a 
BA. For caregivers, I would use Child Development Associates 
as much as possible in order to be cost effective. Another bill I'm 
working on is an attempt to develop in this country what other 
countries have developed — vocational courses so that a young 
woman can become a CDA in high school. There would be a good 
four-year vocational course and an apprenticeship with more on- 
the-job training. She could earn an advanced CDA. 

Who pays fin* the system? While every one agrees that we really 
need child care, we have not wanted to deal witii its cost F ve tried 
to cost out the price of good quality not optimal quality, but 
good quaUty — care fin* aU children (tfaU ages in the United 
The best estimate that I can come up with is somewhere between 
$76 and $10 billion dollars a year. The cost is absolutely immense. 
But the demographics are such that 76% of mothers with school- 
aged children are working today, 66% of mothers with pre- 
schoolers, and half of mothers with babies under one year of age. 
Our best extrapolation is that early in the next century, we're 
going to have 80% of all women in the out-rf-home work force. 
At that point in time, I think general taxes will pay for the child 
care qrstem. In this interim period, given the very high cost and 
the fact that neither Washington nor the States have the money, 
I'm proposing a fee efystem adjusted to income, so families pay 
what they can afford. This system was originally written into the 
1971 Bill. I would also do all I could to see that employers include 
child care as a regular fringe benefit to help ddray tiie cost. The 
federal government should subsidize some of the expense, par- 
ticularly for handicapped and for very poor children. Because the 
price is so high, everybody is going to have to pitch in in someway 
to pay for it. Now, obviously, I'm not talking about nirvana 
tomorrow. 

Step 01 in my plan would be for the federal govenmient to 
pay for a minimum of 60 demonstration schools, at least one per 
state. They will also have to provide money to help states clone 
those schools if they catch on like I think they will. That bill for 
the demonstration schools involves about $120 million a year for 
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each of three years. It has very wide support. Sen. Dodd will pro- 
bably introduce it. Sen. Hollings and Sen. Hatch are very en- 
thuaiastic, and that's about as broad a political spectrum as aqyone 
can put together. 

We may also get a second child care bill befcnre Congress this 
year. My bill will only put into place a ^stem, and the second 
bill will put some mon^ into that system. Senator Hatdh, believe 
it or not, has introduced a child care bill which includes several 
different features such as insurance. Essentially it calls for an 
expense of $260 million dollars. Well, if my estimate is anywhere 
near target that's not going to make mudi of an inq)^ 
something is better tlum nothing and $260 niilUon i^ 

There's another bill that a lot of people are betting on. I'm 
not, althoui^ I like the people and I Vke the bill. I'm just a prag- 
matist and a realist, and a man who has suffered throu^ two 
vetos of child care bills that Fve worked veiy hard on. One in 1971 
and another in 1976. This bill is called the ABC biU, put together 
by a coalition of 80 organisations called the Alliance for Better 
Child Care that is being mearheaded by the Children's Defense 
Fund. They're asking for 12% billion dollars the first year, going 
up to $4 billion in about three or four years. These are all my 
friends and I wish them well. But given the problem we're hav- 
ing in Washington with our national deficit, to say that the solu- 
tion to child caie in America is for the federal government to come 
up with 4 billion dollars a year is just not realistic in my opinion. 
Secondly, if it were passed, there's little doubt in my mind that 
it would be vetoed by President Reagan. So the game that we're 
playing in Washington now is somewhere between $260 million 
and $2.6 billion. The object is to find that throohdd where Reagan 
will sign the bill. 

Now, I'll give you just one more bill and then I'll quit. There 
is a prevention bill which I'm working on very closely with 
Barbara Mikulski and Sen. Dodd. We have two prevention move- 
ments in Ammca, and if we could find some way to combine those 
two, we would finally have a unified prevention movement. Tlie 
first piece of the biU concerns the grasatK)t8 family Bupp^ 
There are several thousand of them, and they're starving. What 
I'd like to do is get a kitty ci money to allow tiiose places to start 
up and to stay in busir^ess. They are a very cost ^ective 
mechanism. Heather would agree, and she is one of our nation's 
great authorities on this. 

The other piece concerns the prevention efforts that go on in 
the universities ^ the work to develq) models, to inq>lement them, 
to test them. These include the Olds model in Elmira, the home 
^*^iitor model, and Craig Rami's prq}ect. If you want to see others, 
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Richard Price at the University of Michigan chaired a commit 
tee of the American F^chological Association which looked at 
all of America and picked out ti^ best prevention programs. Both 
university-baaed prevention people and the grassroots pec^le have 
strengths that the others don't have. Fm working on a preven- 
tion bill with several senators to help the university people im- 
plement some of their models at a grassroots level. Senator Hatch 
is interested because this kind of grassroots efifort is in the brat 
tradition of our country. The notion of people helping each other 
is not only cost effective, but it appeals to the left and it appeals 
to the ric^t. It's not going to be a huge cost bill. I think we're 
talking somewhere between $76 and $100 million dollars. To tax- 
payers like us that may sound like a lot, but it really isn't. At 
the Pentagon, that's a rounding error. 

There's a lot of support for this type of effort, so keep your 
^e on it. Of course it won't be for a while yet. At the Bush Center 
we're still trying to put the pieces together. I'm working veiy 
closely with Bemice Weissbourd at the Family Resource Coali- 
tion on the grassroots piece, because her organization tracks the 
grassroots groups and is a support system for them. For the 
university-based part, I'm working with several people including 
Rick Price and David Olds. Once I put together a coalition of peo- 
ple to help me write this bill, we will work to get it drafted down 
in Washington. 

Well, that's what's going on. I've talked a little bit longer than 
I wanted, so why don't I just throw it over for questions. 

{Chamberlini Could you tell us what the parent's role is in 
your school plan? 

{Zigled There's a book I did with Ed Gordon called Day Core: 
Scientific and Social Policy Issues. There's a chapter in it in which 
I point out that I'm appalled at the lack of reed partnerships be- 
tween parents and childcare givers in America. I strongly believe, 
as you must have picked up from my talk about Head Start, that 
we have got to weave those two toffBthor. It has to do with prin- 
ciples of development which show the need for continuity in 
children's lives. What I'm seeing in child care today is really very 
frightening. I have heard child care workers say this would be 
a wonderful child if they didn't have to send him or her home, 
and I've heard parents say this would be a wonderfril child if they 
didn't have to send him or her to day care. We have not done the 
job we should be doing to educate parents about child care. We 
need a tremendous parenteducation campaign. Too many parents 
think that when they buy dhild care, th^'re buying a service that 
aUows them to go to work. We have to transmit that they are buy- 
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ing an environment which determines in considerable part the 
growth and develq>ment of their children. If that growth and 
development are going to be (q[ytipalt we have to assure the closest 
partnership between the caregivers and the parents. 

Afyself and PoUy Turner at the Bush Center have apiece com- 
ing out in which we've reviewed all of the literature on why these 
partnerships are so inqxirtant You know, we don't use our knowl- 
edge base enou^. The literature is unequivocal. Wherever you 
have those partnerships, children profit. Where you have discon- 
tinuity and adversarial relationships, children are hurt. Head 
Start is the most obvious ezanqple but every bit cf resewch is total- 
ly consistent. So, knowing that literature and worldng with it, 
we are attempting to develop models. The way the child care 
law will probably be written is that every state will have to come 
up with a plan for their school or schools. They will have a list 
of certain things th^ must include. One win be to have standards. 
Another will be to promote good parent-caregiver interactions, 
and they will have to be spedfic about how they are going to do 
this. This will be part of the legislation Tm sure. 

{Baued As you've been qpeaking, I'm struck that you're iised 
to dealing with people who make decisions and pass laws and 
spend money. One of the thmgs we've been kicking back and forth 
here in the last days has been how does one ^ectively speak to 
the people who are making laws and what logic or arguments or 
persuasion could one use that they listen to? I would think that 
you probably are in as good a position as anyone to give us clues 
as to what sorts of arguments one uses to make the case that we 
all wish to make at either the local, state, or federal level. 

{Ziglef^ 1 can only tell you what I've learned, and it's very 
personal. The first thing that I do is try to figure out the ideology 
of the person with whom I'm talking. Now the fact of the matter 
is that for many years I've been seUing exactly the same thing. 
But when I talk to Sen. Hatch I talk in terms of human capital 
and the employability of people and national drfense, suggesting 
that wt must treat childran well if they are to become competent 
adults capable of running the country. When I talk to someone 
on the left of the political spectrum, I talk about what's right for 
kids and what this great country owes to its dependent citizens, 
be they children or ^e aged. My advice is to push all the buttons 
you can push. For the child care bill, I make very clear that the 
goal is the optimal development of children. Nobody is against 
that. Eveiybody is for the optimal development of children. When 
dealing with conservatives, a wondwfiil resource for us is the 
brand new report by the Ckiuncil on Economic Development. There 
sre two key words in Washington today. One is competitiveness, 
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meaning our concern with how we are going to stay up with the 
Japanese and the West Germans. The other is human capital, 
which includes children. We have to see that every child develops 
as optimally as possible, so he or she will be a good employee and 
help us be com;;^titive. That's at the level of industry and busi- 
ness. At the level of a human being, I think in terms of self- 
actualization. I like to see children become all that they can be 
— that's enough of a goal for me. So try to appeal to as many dif- 
ferent points of view as you possibly can. Don't just make one argu- 
ment, make six, and somebo^ will pick up one and somebody 
will pick up another one. You're selling exactly the same thing, 
and you're not being dishonest. You're trying to show the many 
bits of profit in a program, and the more ^e better. 

( WeW I think Head Start is an example of that and in this 
report that I did about Maine's expansion of Head Start I quoted 
an article by a man named Scary, I believe, who writes from a 
conservative perspective. The article is called The Charmed Life 
of Head Start' and he talks about how Head Start b as been a o- 
gram that has nut been perceived as only a low-income program 
for poor people but as a good program for little kids. He talks a 
lot in the article about its appecd to the right wing because of 
parent involvement, because of local control, and its ^ing in com- 
mimity settings that people can readily see and identify with. 
Those are the same features that make it as appealing to the left 
as well as to the right. I think that could be veiy true of the plan 
that you're proposing for this child care ^stem. There are things 
(here that could appeal to a very broad array of people, using the 
intact school system that's there, using buildings that exist, and 
using various parts of the infrastructure. 

{Ziglet) I think that's true. In fact, at the last governor's con- 
ference I tracked this idea and made the point that we have in 
this country an investment of one trillion dollars in our school 
buildings. We're not using those buildings optimally. Of course 
some are being overused, and we may have to use prefabs to house 
child care in certain places. But I couldn't agree with you more. 

(Bauef) What were the governors' reaction. Are th^ waiting? 

{Zigleri They're not waiting. The news on this fr^nt is sur- 
prisingly good. By the way, don't take the bill literally because 
I'm changing the thing all the timf . The big problem is mon^. 
I thought I'd tap property taxes but I'm already caving in on that. 
A big reason is that senior citizens, who are a very potent lobby, 
don't want more property taxes, and they don't use child care. 
I'm probably going to call together a think group including 
economists to figure out how to finance it. U any of you has a 
brilliant idea on how we're goiug to fund a hundred billion dollars 
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to p( / for child care, please share it with me. 

{PiersorH I don't have a brilliant idea but Fm concerned that 
if we exclude schools on the basis that the cost is too much, we 
will create an underclass of child care workers. I think we 
underestimate the ability and the importance of older peers as 
a resource, as an inexpensive resource, in a way that could help 
transform what the nature of schooling is about; by having some 
cross age work, by having, and I know Urie's talked about this, 
a community service requirement, but building in ways in which 
teenage and younger adolescents have some role for younger kids. 

{Zigkd I think that's a terrific idea. Again, let's talk strata 
for a minute. I think one of the appeals this proposal is that 
it's so simple people can immediately understand it. For exam- 
ple, I nov: have a commitment firom Connecticut to build three 
of these schools without any federal mon^, I have a commitment 
from Colorado to build throe sdiools, and I have a commitment 
from Missouri to build at least one. They're not waiting, they see 
it. When I first announced this, I soon heard firom my friends at 
the American Acadenqy of Pediatrics. They said that if the system 
was starting with the home visitor model , it would be a good point 
to introduce inoculations and other health initiatives that woidd 
be so good fixr (^l<ben and families. The Academy as usual is dead 
right. I think you're right and I think they're right, but I'm not 
going to do what they or what yoit just suggested. U you have a 
circumscribed program to sell, people can see it and will run with 
it. If you start adcung this piece a id that piece, before long it gets 
very involuted and di£Bcult and *?ompiicated. We must think in 
terms of evolution. You sei the model, you get the qrstem into 
place, and then you begin adding to it Eventually we could in- 
tegrate cross-age interactions, health components, etc But first 
let's get the qystem into place and figure out ho^ to pay for it. 
Then once it's there at the local level, people such as yourselves 
can work on how to expand it. 

hope is this will be like Her.d Start. Head Start has no 
set curriculum. Actually there is no Head Start. There are two 
thousand Head Start centers. In any one state you uan find a center 
that looks like Montesorri and another that looks the opposite. 
Another may be doing some combination of Home Start and Head 
Start. They're all different. But that's part of its strongtii. This 
is a pluralistic society. What we did was draw a rough model of 
H^ad Start, with a few demands such as provision df health ser- 
vices and paront involvement. If you meet those demands we'll 
give you the money, and then you can build the thing locally in 
a way that makes the most sense to you. That's how T would like 
^ nroceed with the child care plan. The lessons I learned in over 
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two decades of Head Start are helping me again. 

{Alban^ Away to raise your money is to ^ what New Hamp- 
shire does and that's a sin tax as we call it — a tax on beer, liquor 
and cigarettes. If you add a surcharge to that, you're helping to 
do two things: cut down on consumption of health hazards and 
fund your program. 

iZigkf) That's not a bad idea. Afy only question to you is 
whether there is enough money. Are there ei:jugh big bucks 
emanating firom thoee types of purchases? 

( Alfrono) Obviously, I haven't had a chance to cost it out, but 
I would imagine that you'd be able to get a good portion of it and 
then maybe have some way to match that. In other words, the 
Federal government, to get to yoiur magic number of between $260 
million and two and a half billion dollars. 

(Zigkf) What's worrying me is the real number. Maybe the 
sin tax could provide the 2.5 billion. However, we're talking about 
providing every child firom age birth to 12 with, not the brat care 
we can think df, but the kind of care that's dictated let's say by 
the 80s standards. This could cost 76 to 100 billion dollars a year. 
I just don't know if there's tiiat kind of money there. I will cost 
it out and see what I can do with it. 

(Albano) Maybe it's a graduated type of thing where it's in- 
troduced into the states that are willing to do it first and then 
using thoee states as a model and adding on to that. 

(Ziglefi That's a good idea too. I'm an old Donald Campbell 
fan. I believe in an experimenting society. When we put this 
money out there, states are going to do different things with it. 
Somebody has to pay for the services provided in the ^stem, and 
the states are going to find different mechanisms. It will be very 
interesting to see what various places come up with, and what 
works best. What we will need then are more process evaluations. 
We will need to see what gets in the way of good services, what 
makes the system work letter, what models look the best. So, 
that's the kind of research we'll probably do within that system. 

{Alband^ The other part to that is that the most popular issue 
today is how do we eliminate or reduce the possibility of AIDS 
in our society. I don't know if there's any legislation that could 
be merged with AIDS in the sense of promoting an educational 
component dealing with our very young. I don't understand totally 
your model yet, but if you're talking about the school, and school 
education and parent education, you are talking about ADDS 
related information and perhaps there's some way to generate ad- 
ditional dollars by attaching it on to that. 

iZigler) That, again, is not a bad idea, and it fits with what 
^ I said about trying to find as many assets as you can to win a 
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broad base of 8tq)port. However, let me give you a bit of a warn- 
ing. I have real battle scars and they've made me leery if not 
paranoid. You see how quickly I came away from the property 
tax once it became apparent that old people would probably fight 
me, and they're a very effective lobby. There are other lobbies 
out there. Heather was with me when I laid this out in Missouri 
a week or so ago. A few women there made me feel like I was 
going through a time warp. Remember, Nixon vetoed the 1971 
bill after it passed both houses of Congress because rfstrong right- 
wing opposition. Those people are still there — Phyllis Schlafly, 
Falwell, Robertson. They're hollering that what we want is to 
make women go to work, and then their children will be raised 
in school buildings rather than in homes. That's why I see the 
fee system as so important. It isn't just to get money, but it's to 
enq^hasize that the service is voluntary, ^you don't have any 
need for the Gfystem, you certainly don't have to use it. No three- 
year-old should be in school all day if the parent is not working. 
I bring this up simply because AIDS is one of the those kinds of 
issues too. I would be very, very cautious about it. Everybody's 
against sin so a sin tax probably won't cause much trouble. But 
the AIDS thing mig^t, so I'll have to think on that one. 

{WaUned I would like to know what the pdblic education com- 
munity is saying to you about this bill? How are they receiving it? 

(Zigkf) I was pleasantly surprised. I haven't talked to all the 
players yet, as this plan has gotten going faster than I really ex- 
pected. I feared that the school qrstems would want it for them- 
selves. I've sat with two i^ystems now and they don't. Th^ do seem 
to reflect what I was saying. They mentioned a survey in which 
teachers were asked what problems they thought were prevent- 
ing children from learning. Fifly-one percent pointed to the latch- 
key problem. So they want something done about latcl^ey but 
they don't want to do it themselves. Maybe that's why they're 
so receptive to the idea (Shaving child care be a separate system 
within the schools. Of course, the educational establishment is 
a big and complicated one. There are key people whom I haven't 
talked to yet. One, if we can ever get our calendsjra to mesh, is 
Bill Bennett. It* this money goes through the Dept. of Education, 
Where's Bennett going to be on this? I don't know yet. We're going 
to talk. 

Others I'm trying to put on my agenda are the teachers' 
unions. Unions must do what unions are supposed to do. If there 
are jobs, th^y may want those jobs. They may not want to see those 
jobs go to somebody in diild care if those jobs can be held by 
teachm. My hunch is that if they 're far thinldng, they would h(^ 
unionize that second ^stem. That would be fine, because child 
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care workers don't make enough. 

One of the saddest parts of this whole story I haven't gone 
into yet. We must do something in this country to upgrade the 
pay, the training, and the status of people who take care of 
children. Today in the United States, 76% of all child caregivers 
make less than the minimum wage. For family day care mothers, 
that number is 90%. The average pay for a diild care worker is 
about what we pay a zoo keeper — $12/|13,000 a year. Yet when- 
ever we talk about the importance of quality care, the heart of 
that issue is the qualifications of the caregiver. So it's in our in- 
terest to upgrade that system. The fact is it's very hard to attract 
school teachers now because we're not paying enou{^, so how on 
earth are we going to get good child care workers? l^ese are very 
massive problems that we haven't begun to tackle them yet. 

{Albano) But how do you get men to be in child care work 
because we talked about community approach but we still keep 
eliminating in whatever approach we're taking, we're eliminating 
men. 

{Zigled I wish we could attract more men. There are a few 
in the elementary school system. The fact of the matter is that 
in 26 years, I have yet to meet one family day care father. Has 
anybody? 

{Mitchell) Yes. We have a county-wide system and we have 
two men out of 40. 

iZigkf) So there are a few then. That's good news. I think 
men can be good caretakers, and it would make Mike Lamb and 
all his people very happy to hear me say so. There's another good 
reason to have men in the system. Whenever jobs are totally 
female jobs, they don't pay very much. Unfortunately, given what 
child care workers earn today, I don't know if many men would 
be interested. Looking at it from a social historian's perspective, 
I don't know whether it's possible to change our view of cMld care 
as women's work. For example, now we're hearing so mudi about 
marriage contracts and how men are going to roll up their sleeves 
and take care of their babies and do half the housework and so 
forth. Most surveys indicate that about 7% of that work is actually 
being done by men. That doesn't really surprise me knowing how 
slow social evolution is. It has taken a long time for social gender 
stereotypes to develop. The idea that we were going to change 
them in 10 or 20 years was unrealistic. If we keep working at it, 
we might succeed in 60 to 100 years minimtmi. 

{WeiD 1 like the idea that Don had about about interage 
grouping. I have worked with some teenage bpys that have worked 
really well with young children and that may be a beginning step 
for getting some men into that field. 
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(Zigled That's a good idea. I tried something like this. In the 
early ds we started the Education for Parenthood program in 
about 3,000 schools. I insisted it include boys and that both the 
hoys and girls had to actually work with small children. Our ex- 
perience in Ifead Start, fay the way , was that young children adore 
adolescent boys. We should develop more and more mechanisms 
to get bqys in particular in contact with younger diildren, so I 
coiddn't agree with you more. 

(Little) Last night's conversation after dinner focused a lot 
on the frustration (tf not being able to come up with what I call 
a zinger for the concept of parenting and how much of the discus- 
sion on the review of Head Start, and the subsequent sspedts again 
came up wiUi parenting and yet we're not able to communicate 
clearly. I'm not even sure we * now yfhat parenting is well enou£^ 
to be able to structure it in a fashion to get it into the proper 
perspective with regard to many of these initiatives that we und»r- 
tako. Tm saying that as an individual with relative inexperience 
with many of the issues that are being addressed here but again 
and again we come up with the judgment that parenting is 
valuable, it's in your diata, and it's implied in the discussion of 
the initiatives. And yet, last night after dinner, we sat here and 
tried to come up with the way to market the concept of parenting 
and nobody could do that. 

(Bauer^ ManofF said don't even tiy. 

(Little) Don't even try — that was the conclusion last night. 
It's an intangible, you can't sell it because we don't have the con- 
ceptual framework in social marketing to deal with what paren- 
ting is and, yet, to play the devil's advocate, many these con- 
gressional and other initiatives that you talk afaiout really are 
dependent upon recognition of parenting. 

(Zigkr) WeU, I'm not convinced that parenting is all that com- 
plicated. In fact, I chaired a national conference on child abuse 
which led to a book called Child Abuse: An Agenda for Action. 
At the conference nearly 400 specialists came from all over the 
country. One of their conclusions was that giving parenting educa- 
tion to teens is too late. Our new demographics are veiy dramatic. 
The fact is that 26% of kids now are an ordy child. It's quite possi- 
ble for one of these children to never see a baby until he or she 
takes one home from the hospital. What the coi^erees suggested 
was to start teaching parenting in the first grade, and at pro- 
gressive ages go into cUfferent aspects of it. Betty Caldwell de- 
veloped a course on parenting for third graders and somebody 
named Kent has one for fifth graders. The Education and Develop- 
ment Corp. came up with a parenting course for teenagers. You 
know, in America we put such a course into 3,000 schools. In New 
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Zealand, it is now in every school. They saw more hope in it than 
we did. I would like to see us work on a parenting course which 
begins with younger diildren and goes with them through Ugh 
school. 

Parenting really is very important. Part of it is jtist knowledge. 
Take the phenomenon of child abuse for example. It's very sad 
that there are people who actually believe that when a six-month- 
old baby defecates in the diaper, they're doing it to be mean and 
you should hit the kid. If we didn't teach anything but the Gesell 
norms, showing the normal course of growth and development, 
future parents would be ahead of the game. The kids really l^e 
these courses. So much about parenting is interesting and never 
dull, especially if you have a lab where students actually work 
with kids and can bring those experiences back to the classroom. 
So, I'm going to continue to work on education for parenting. 

(Little) But you know most of the pediatric residents that we 
educate have yet to assume responsibility for a child at any time 
in their life in terms of the physical and emotional well-baing of 
a child. I would dare say that most of the teachers, child psy- 
chologists, and other people that are educators in this country, 
the way things are right now, have yet to have practical confron- 
tation with the day-toKiay parenting skills, the tangible and in- 
tangibles, subjective and objective aspects of that including the 
tensions and pressures that might lead to physical or emotional 
abuse. We've got to deal with that issue. 

iZiglef) But why can't we build this into the experience. 

(Little) 1 would hope so. That's what I liked about some of 
the things you said. 

iWeW The speaker last nic^t was talking on social marketing 
and selling community wide, very simple ideas, and I thou^^t to 
myself at one point during your delivery, you've already learned 
about social marketing because you were talking about keeping 
an idea simple and selling it. I think the Missouri program talks 
about 'Parents as Teachers' and, you know, it may be that when 
we talk about parenting or parent education and Manoff was hav- 
ing a hard time understanding what we meant by that, that a 
phrase like "Parents as Teachers" is something that's much more 
readily grasped in a mass media kind of way. The word parenting 
just doesn't convey that. It may be that wd need that kind of term 
like 'Head Start' which is simple and easy to grasp and comes 
to mean a whole lot of things to a whole lot of different people. 

(Zigler) We should certainly work on tiiat. 

( Weiss) 1 was curious in terms of the integration of some of 
the family pieces. I know, you talked in your presentation about 
^ the tensions between child care people and families aiul I think 
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there's a lot of literature that suggests tiiat there's tension be- 
tween schools and families. 1 1/9 ondered, as you fine tune your piece 
on the school bill that you're talking about, if ynu've thouj^t about 
stoategies to try to get institutions, whetiier it's day care people 
or school people, responsive to parents in the way that I think 
you want them to be. 

{Zigled It's very tough to do. You know, we have one organi- 
zation devoted to this based in Boston. Lynn Kagan isa bigplayer. 

( Wei88) He used to do the Institute for Responsive Education. 

{Zigler) And also used to be in the Dept. of Education. Schools 
really don't have a very good track record when it comes to 
parents. When I was in Washington I developed the regulation 
that gave parents the power they have in Head Start, which I 
think was the right thing to do. The minute I did that, I heard 
from schools all over the country. Many said they coulchi't have 
Head Start in their schools any more because I gave parents more 
power than they could possibly permit. So I don't know what the 
answer is, but I do know it's a very important problem. I'm 
developing some models myself of how parents and child care- 
takers ought to interact with one another by examining good prac- 
tices that we already have. It's not that some people aren't doing 
this: some are doing it just fine, but others are not doing it at all. 
So, we'll just have to work much harder on that one. 
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A School System Based Approach 
to Promoting Healthy Families and Children 

Presentation by Donald Pienon, Ph.D. 



{Chamherlird After that view ofthe national scene well come 
back to the state and local level and see what's been going on in 
school systems in Massachusetts and around the country. Tis^ 
delighted to have Donald Pierson, PhD, who is now Professor of 
Education and Director for Field Service Studies at the Dept. of 
Education at the University of Lowell, MA. Ife was Uie Director 
of the Brookline Early Education Project in Massachusetts and 
assisted in the implementation of the state wide parent educa- 
tion and siq[>port programs based in the public school systems in 
Mimiesota and Missouri. 

{Piereoiif When driving here on Sunday, I recalled that it was 
just fifteen yetcrs ago today, November 1, 1972, that I began the 
position in Brookline as Director of the Brookline Early Educa- 
tion Prqject. It seems like we were all kids then and, still, here 
we are struggling to get early education started. 

I will organize my remarks under five headings: Rationale and 
Background Information; M^jor Components of the Brookline 
Early Education Project; Highlights of the Findings; Discussion 
the Minnesota and Missouri programs; and finally Conclusions 
and Implications. 

Rationale and Background Information: The Brookline Early 
Education Prqject was initiated by Superintendent of Schools, 
Robert Sperber. His interest in the preschool child was stimulated 
in the late 1960's hy the writings of McVicker Hunt and Bei\jamin 
Bloom, and Burton White. These p^chologists all emphasized the 
potential for learning in the early yeara. 

Dr. Sperber was also concerned about reports from his school 
staff regarding the growing numbere of children requiring special 
education. He noted that changing family circumstances, with in- 
creasing numbere of wcnrking mothere and single parent families, 
were altering the learning environments in many homes. The 
Town of Brookline is surrounded on three sides by the City of 
Boston. While the Town has a long history of quality education, 
it is taking on increasingly urban characteristics with housing 
prqjects, apartment buildings and condominiums replacing single 
^ family homes. Dr. Sperber questioned whether continued dispro- 
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portionate expenditures for older rather than younger children 
was really the wisest investment plan for this school system. For 
instance, he depicted the school budget as an inverted pyramid 
in which nothing is spent before age five; expenditures then in- 
crease gradually so that in the secondary school years expenses 
are highest. This is because the high school lab equipment is more 
expensive, more secondary teachers have advanced degrees and 
hence higher salaries, and specialized classes such as foreign 
language and advanced placement are typically small. Therefore, 
the per pupil expenditures are approximately one and one-half 
times greater in the secondary years than during the early grades. 

In the 1970's, Brookline already had a half-day Idndergarten 
program, but Dr. Sperber began wondering whether schools should 
start with 4 year olds. At ti>is time we received an anonymous 
grant of $1,000 to use at his discretion to benefit the Brookline 
schools. He decided to hire Burton White as a consultant tor ad- 
vice on what approaches would be helpful with regard to early 
childhood education and, particularly, the advisability programs 
for 4-year-olds. 

Burton White's advice, in a few words, was 'It would be a 
mistake ii start with 4-year-olds; you should work with families 
during the first three years of the child's life." Consequently, the 
Brookline schools began considering more comprehensive, am- 
bitious possibilities. Dr. Sperber invited Dr. Julius Richmond, 
Psychiatrist-in-Chief at Children's Hospital and former national 
director of Headstart to bring medical colleagues aud participate 
in planning for a national demonstration prqject. With Dr. Melvin 
Levine as the lead representative a close collaborative relation- 
ship was formed between Brookline educators and Children's 
Hospital physicians. The physicians recognized a need for incor- 
porating developmental pediatrics into their training and for ex- 
ploring ideas toward a model ''early school health" program. 

For a year the group was stymied in efforts to gain funding 
at the federal level. The federal projects were targeted only toward 
specific handicaps or impoverished children, and could not be used 
to serve a broader section of children. Eventually, the Carnegie 
Corporation of New York and the Robert Wood Johnson Founda* 
tion agreed to jointly fund the amount of $750,000 for a two-year 
pilot study for a longitudinal program. I was hired as Director 
with the aim of working with school, medical and community ad* 
visory groups, developing project guidelines and to b3gin enroll* 
ing families by the spring of 1973. The intention was to develop 
and administer a one-time demonstration program from which 
state and commimity agencies could derive their plans for ongoing 
^nrograms. 
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The timeline was very unrealistic: the funding started Novem- 
ber 1, 1972 with a commitment to begin enrolling families March 
1, 1973, with essentially no research design but with a commit- 
ment to develop one. It was clear from listening to parents early 
on that there was no way we could exclude some of the eligible 
parents to be a randomly selected control group. It just was not 
politically feasible. It was also clear that there would be so much 
diffusion within the town there could be no randomly assigned 
control groiq>. The approach that we arrived at was to tiy to follow, 
so far as possible, non-contemporaneous comparison groups to 
follow children of one, two, and three years old that were bom 
before BEEP would be ofifered and to also try to answer in a cost- 
benefit kind of way what degree of services one needed to pro- 
vide including how intense did the education for parents have to 
be in order to make a difference for children. 

In the course of many planning sessions, seven guiding prin- 
ciples evolved as a framework for the project. These principles 
reflected several factors: our interpretations of the available 
research; our inferences from the opinion (sometimes conflicting) 
of authorities such as Burton White, Ed Zigler, Berry Brazelton, 
Bob Haggerty, Urie Bronfenbrenner, Bettye Caldwell, James 
Gallagher, Jerome Kagan, and David Weikart; and our collective 
experience in administering education and health care programs. 
These principles were: 

1) ImportanceoftheEarly Years — Beep should help parents, 
school personnel and health care professionals to recognize con- 
ditions that influence learning in the early years of life. The ef- 
forts should not, however, try to force or accelerate development. 

2) Primacy of Parents' Role — The aim should be to support 
and strengthen parents in their roles as teachers of the young 
child. 

3) Relationship of Health and Development to Learning — 
Primary care givers should be partners with educators in advis- 
ing parents and in recognizing tlie inextricable ties among health, 
development and learning. 

4) School Based — To reach the largest number of children 
and for the sake of continuity, the elementary school should be 
the base from which the early education program is administered. 

5) Open to All Families: Recruited Volunteers — To avoid 
the potential stigma and deficit orientation of serving only at risk 
children, the program shoidd be open to all families; strategies 
should be developed to attract fami^ ' :s who are unlikely to hear 
about or volunteer for such an innovative program. I was par- 
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ticularly impressed by the book Pygmalian In the Classroom that 
described the power that teacher aiid school expectations had upon 
the performance of diildren. I was also aware of how much dif- 
ficulty you can have when you try to integrate into a regular 
classroom children who have been in a segregated special educa- 
tion program. So we accepted the challenge of trying to make it 
a program available to all children, yet at the same time having 
a commitment to reach out to families who had neither the tradi- 
tions nor the confidence to seek out the opportunity themselves. 

6) Continuity — Information and support to the family should 
begin prior to the child's birth and continue until the child is 
enrolled in the elementary school program. The program should 
focus on understanding and providing optimum learning oppor- 
tunities for the developing cUld. You can't stop at kindergarten. 
It has to be an integral part of the total program. 

7) Staffing — Team Model, Personalized — A written cur- 
riculum should be developed for quality control and program 
replicability. The curriculum should be grounded in an ongoing 
in-service training program and a flexibility to respond to family 
interests and needs. By a team approach I mean that we were 
concerned about the staffs owning individual families and we 
wanted to have the notion that two or three heads are better than 
one. 



Components: The program was open to ai^ resident of Brook- 
line who was expecting a child to be bom from the Spring of 1983 
through Fall of 1984. To gain more diversity tlian would be possi- 
ble in Brookline alone, the program was also open to any minority 
resident of Boston. Consistent with the school department's com- 
mitment to the state funded METCO desegregation program, the 
Boston resident children who participated in BEEP would later 
have the option of attending school in Brookline. 

We mt an initial target of enrolling 286 diildren (1/4 to 1/3 
Boston residents), anticipating attrition of about 10 percent per 
year. This was the annual turnover rate in the elementaiy schools 
as well as in the area pediatric practices. Our sevenyear goal when 
the children would be in second grade, was to retain a minimum 
of 100 participants in the Brookline schools. We felt 10^ would 
be significant enough for policy purposes, and it would u.^o suf- 
flce for statistical analyses. Every conceivable means was em- 
ployed to recruit prospective parents. Posters were left in parks 
and maternity shops; brochures were left with pediatricians and 
obstetricians; notices were sent home with kindergarten. Head 
Start, nursery school and day care children. Pediatricians tended 
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to be very cooperative whereas obstetricians were less interested. 
Overall, the most effective recruitment came from informal rder- 
rals by satisfied participants; families who began to participate 
told their friendc and the recruiting problem thus solved itself 
eventually. But until the program's reputation was established, 
particularly in the lower income neighborhoods, it was necessary 
to actively recruit &milies. It was hc^ed to have space for the drq>- 
in center at one of the elementaiy schools but for about three years 
or so we had to rent space. The space for the first two years was 
in an obstetrician's office which was a home right in tiie center 
of Brookline. The aim was to encourage fisunilies to visit the center 
and to learn about what the program had to offer because it was 
complex and a new idea. No family that visited declined to 
participate. 

We were able to substantiate that the families who enrolled 
roughly represented the demographic characteristics of the eight 
neighborhood school districts in Brookline. In addition, we were 
able to achieve the goal of about one-third minority families. 

The services were organized into three program components: 
parent education and support; health and developmental monitor- 
ing, and early childhood education. 

The parent education and support was relatively complex in 
that for purposes of cost analyses, we operated three levels of ser- 
vice. Diuring an orientation visit families heard about the ran- 
domly assigned levels. The most intensive level of parent educa- 
tion and support would involve home visits once every three or 
four weeks, plus parent meetings at the same interval at the center 
as well as unUmited access to the neighborhood center. The 
moderate or middle level of investment involved home visits about 
once every five or six weeks, parent meetings at the same inter- 
val, and the drop-in center. The minimum level could offer only 
the drop-in center with no outreach component. Due to the ran- 
domization requirement, parents were required to decide whether 
to enroll prior to a level assignment. Some were unhappy about 
this complexity because they had strong preferences for more or 
less contact than might be offered. However, to our knowledge 
no one declined to participate because of their assigned level. 

The aim of the parent education and support was to help 
parents be<fome well informed advocates for their child's health 
and education. The home visitors and group leaders were called 
"teach^." As a school-based program, we intentionally chose that 
term to encourage identification with the schools and to influence 
the nature of the elementary teacher's role; we hoped to demon- 
strate that it was appropriate and helpful for teachers to be sup- 
portive of parents and to encourage family participation in sdiools. 
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In addition to a background in child deveLpment, our teaching 
staff were required to be parentn of young children themselves. 
During the planning phase, several had advised: If yoo are going 
to send someone into our houses to talk about child development, 
don't send some bri^t yoiing gradual^ student at eight o'clock 
in the morning to talk about IHaget when wc have Wn up all 
night with a screaming baby. In retrospect, th^t requirement was 
most instrumental wiUi developing rapport with parents. We also 
tried to assemble the same diversity of ethnic, cultm*al and 
lifestyle differences in our teaching staff as in the families. Black, 
Spanish-speaking, Chinese, Anglo, single parents, etc. 

The home visits and parent groups focused on understanding 
normal child development, on developing networks of pe<*ple who 
cared about and assi . ' each other, and on developing a sense 
of community, a senbe at belongingneas into th'^ town. Continually, 
it was necessary to clarify, for staff and parents, that we were 
not training parents. The approach rather was to inform, to em- 
power and to eneourap) self-sufficiency. We luiew t^t it was much 
too presunqytuous for us to propose that thore was any si igle model 
of optimum parenting, that in most cases for any single issue there 
are a range of possible and legitimate responses. However, in most 
cases, certain parent behaviors are more effective and satisfying 
than others. 

For each home visit, the teacher did have a specific plan, with 
written goals and guidelines. At the close of the home visit teacher 
and parents discuss the agenda for next time. Occasionally, the 
interests and needs extended b^ond the purview of education, 
particularly when stressful issues impeded family functioning; 
e.g., martial conflict, inadequate housinj/, «uiemployment. Oar 
policy was to acknowledge the critical importance of addressing 
such issues but, through staff team meetings to seek guidance 
and referral to appropriate community services, reserving the 
teacher's time for attention to her area of educational expeitise. 

The ( jrop-in center was staffed by a teacher with graduate 
students f.t>m Wheelock College as assistants. It was an attrac- 
tive, cheerfid environment with many toys and books. Parents 
were encouraged to come in at any time with the entire family, 
including grandparents. Friday afternoon was a popular time, par- 
ticularly it was a rainy day. The Center was open six or seven 
days a week. We consistently tried to find ways to get Tathers to 
be involved and organized many activities specifically for fathers. 
In fact, I personally conducted Saturd4iy morning workshops for 
fathers and convened drop-in times for fathers and children. 
Nevertheless, we found more often than not, that mothers took 
y «or responsibility for the child n>»aring responsibilities, even 
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when working. Fathers served a gatekeeping role, participating 
more at the outset and when concerns arose. 

Choice of the term early education finr this prqject created some 
confusion because, to some extent, it was a misnomer. Some in- 
ferred a goal of trying to accelerate or force development when, 
in fact, the thrust was to enable parents to foster an optimum 
learning environment. For instance, with reffBurd to reading, books 
held a prominent place in the early education center, and parents 
were encouraged to read to their children every day. The aim, 
however, was not to teach children to read before kindergarten. 
We tried to assemble in the center some things that would enable 
''escploration'' in areas that parents might not have at home. 
Grandparents were encouraged to com>) in, the entire family con- 
stellation was encouraged to participate. Several parents said it 
was a relief just to know that I can go someplace and know that 
someone won't be upset if my bal^ is crying, or to go someplace 
just to relax with a cup of coffee where someone else is there to 
hMp me watch my child. We tried to assemble the fiuniture and 
eq iipment in a way that would provide informal modeling for 
b'inies. For instance, avoiding sharp edges on furniture, arrang- 
ing kitchen cabinets in a way that the utensils in the lower 
cabinets that children often play with can just be thrown back 
in the cabinet when the child finishes playing with them. Also, 
the could serve as informal models for consoling children or 
managing conflicts between siblings, encouraging sharing, etc. 
When the children reached three years of age, the parent educa- 
tion component shifted to a school base. In lieu of home visits, 
guided classroom observations wwe scheduled at the same fre- 
quency. These observations were ^pensive than home visits 
and encouraged informed school involvement. 

The health and developmental component was conducted in 
collaboration with the Children's Hospital Medical Center. A 
public health nurse and pediatric fellows were trained to admin- 
ister health and developmental exams at periodic ages: 2 weeks, 
3 months, 6 months, 14 months, 24 months, 30 months, 42 months, 
and entry to kindergarten. The aim wus to ensure that no child 
entered kindergarten with an undetected health or learning h^ 
cap. Vision, hearing and dental screening were integral parts of 
the exam. The most important part of the exam, however, was 
at the conclusion when parents had time to discuss the child's 
development. Parents repeatedly said that, while they often had 
questions for their family pediatrician, they felt guilty ti^dng the 
time because there were so many people sitting in the waiting 
room or they felt stupid asking questions which might have ob- 
Q **iou8 answers. In this environment, parents felt comfortable ask- 
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ing questions and getting reassurances about their child . The &m- 
ily i:«diatricians received a written report following the exam, and 
parents were encouraged to pursue any concerns with the primary 
care taker. Our role was to help generate ideas, information, sup- 
port and encouragement. 

The childhood education component began when the child 
reached two years age. During the 1st two years cf the child's 
life, parents could come to the dSrop-in center and leave children 
supervised for limited periods (a couple of hours) at a time. At 
age two, weekly play groups were organized for groups of six to 
eight cMldren. At ages three and four, a daily prekindergarten 
program was ofifored. This is the only component in which parents 
were expected to share ^e costs, paying fiit>m $25 to $800 per year 
on a sliding scale fee. The curriculum was modeled alter the 
High/Scope Pr^am in Ypsilanti, Michigan. Planning time for 
teachers, for parents and for children was a central theme. Class- 
rooms were organized to foster self-directed yet cooperative func- 
tioning, and both cognitive and social competency. The activity 
areas had labels and tags so that children could see how many 
people could fit into an area, encouraging responsibility and in- 
dependent functioning. Language learning in the form of model- 
ing and language interaction was a key part of the curricula ^. 
Children's work was prominently dispk^ed throughout the room. 

Pbrtly because of the expense of the home visits, partly because 
that for so many working mothers it would have meant evening 
visits (which we did do), and also because of our growing concern 
for helping parents to be advocates for their cldld's progress in 
school, we shifted the parent education individual contact com- 
ponent from home visits to center-based visits when the child was 
age three. We maintained the three group levels at the same fre- 
quency, but parents were scheduled to come into the classroom 
for guided classroom observation in which they were expected to 
meet briefly witii the teacher beforehand to hear "^at was going 
on that day and what the teacher's plans were, le parent was 
expected to watch his/her own child and then to have a time either 
immediately after class or by telephone later that day or even- 
ing to talk about what they had seen, to share observations, and 
to discuss how the child's experiences in school corresponded to 
experic!)ces at home, etc. This proved to be a very important com- 
ponent, I think, and we were very pleased in hindsight with th? 
plan to make tiiat shift. 

One of the main challenges throughout was to maintain the 
funding. Originally, the two private foundations made the com- 
mitment for two-year funding with the understanding that tlien 
Q woidd be our responsibility to find other resources. One of the 
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real drains on my time and a frustration for eveiyone was worry- 
ing about this. The school committee at the outset made it clear 
to the superintendent that they would not pick r.p any funding 
imtil there was evidence that it had affected pertonnance in school. 
Because of this we spent much of our time each year writing 
proposals, making telephone contacts, makii g visits to Washing- 
ton and New York seeking other funding, and ultimately going 
back to Carnegie and Robert Wood Johnson who would send in 
an independent team of advisors and evaluators to advise if it was 
worth continuing again for another two years. 

Results: Throughout the project we asked parents at frequent 
intervals, both with questionnaires and independent interviews, 
to evaluate the project's components. Some parents told us they 
liked everything about the project except so many questions about 
whether or not they liked the program. 



Figure 1: Parents* Ratings of Program Components 
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Figure 1 shows responses to a question to rate the progr^im 
components as "crucialfer important," "important but not crucial/' 
"nice but not really important/' or "unimportant/* The figure 
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depicts the first two categories, with the solid bars showing the 
percent that rated the respective components as ''crucially im- 
portant" and the clear extension adding those who said it was 
"important." It is noteworthy that the daily prekindergarten 
received the most ratings as ''crucially important." When we 
talked to parents early on about why they would be willing to 
enroll in an early education program, it was because they wanted 
child care or a prekindergarten program. Very few parents spon- 
taneously expressed interest in parent education and support or 
in the health and developmental exams, although the health and 
developmental exams were also higUy regcurded. 

Perhaps, the main insight gained from this surv^, and it was 
reinforced when Heather Weiss conducted an intensive process 
evaluation with a cross section of 46 families, was that no com* 
ponent is crucial for all families. Rather, the reassurance, the 
validation for the role of the parent is the essence of any compo- 
nent, and different parents foimd this in different ways. Some ob- 
tained it from their child's teadier; others from the pediatrician 
or the nurse or the p^chologist after the exams; some received 
this sustenauce from their home visitor; and still others found 
it from networking with other parents. In one parent's words: "No 
one had ever told me before that I was doing a good job as a parent 
until I heard it here. " A second theme tiiat was gained in a variety 
of ways was the understanding and appreciation df their child as 
a unique and important individual, to gain some understanding 
of the rate of deveh)pment, the wide range of normal development, 
and that no child is perfect. A third theme was the friend^ips 
that were developed. Many of the parents told us that even at the 
end of 2nd grade several of their dosest friendships were those 
ttiey had formed early*on. Parents whose children are now in 8th 
or 9th grade still tell me they maintain those friendships, even 
with some who have moved away from Brookline. It is surpris- 
ing how many of those friendt'hips formed ear^ in the child's life 
were so important to them. 

Effects on School Functioning. In considering the child out- 
comes, it is relevant to recall the diversity of the participants. 
The age of participating mothers ranged from 14 to 42 at the birth 
of the child; about 18 percent were adolescents and 20 percent 
were unmarried; about 60 percent were college graduates; about 
40 percent of the children enrolled as BEEP infants W6re firstborn 
children and the range extended to one-tenth bom. About 16 per- 
cent did not speak English at home. T^us, unlike previous studies 
of early e ^ucation, the group included ^uent as well as needy 
families. 

Q \t entry to kindergarten, a number of measures showed ad- 
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vantages for BEEP participants over comparison groups of chil- 
dren. The advantages, as documented in a 1983 article in Evalua- 
tion Review were more pronounced in social skills than in cogni- 
tive areas. 

In following the children's progress to 2nd grade, two nuyor 
measures were used to assess competence in school: classroom 
observations and teacher ratings. Martha Bronson developed the 
classroom observation measures based upon extensive pilot testing 
and work with elbmentaiy teachers on what th^r regarded as com- 
petence in school. The observations were conduct^ by ind^n- 
dent, trained observers who recorded social skills and mastery 
skills. Social skills involved getting along with other children, 
being a leader as well as a group participant, and following direc- 
tions from adults. Mastery skills involved such behaviors as 
working independently, completing tasks, and resisting distrac- 
tion. The observations involved six 10-minute occasions for each 
child in the Spring of the 2nd grade year. Reading difficulty was 
measured by asking teachers to report the level of basal reau^.r 
that children could comprehend in the Spring of the 2nd grade. 
As a criterion, we took not comprehending a 2-2 basal reader as 
evidence of having difficulty. In the Brookline schools, chil(h«n 
in the Spring of the 2nd grade year who are not reading at that 
grade level tend to be assigned to remedial reacUng groups or 
special education, and the gap tends to grow greater rather than 
decreasing with time. 



Figure 2: Percent Reading Difficulty 
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Figure 2 shows that the proportion of children (n = 169) in 
the comparison group who were reported as being below grade 
level in the Spring of 2nd grade was nearly one-third. The BEEP 
reading difficulty rate was about 20 percent. 

One of the most important findings in our study is apparent 
when the proceeding data are analyzed by program level and by 
level of parent education. 



Figure 3: Percent Reading Difficulty in 
HlgUjr Educated FamiUes 
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Figure 3 shows the percentages of children with reading dif- 
ficulty for the hiyghly educated families, operationally defined here 
as the motlier being a coUege graduate. The baseline data in- 
dicated about 20 percent of this comparison group (whose mothers 
were college graduates) were having difficulty with reading at 
the end of grade 2. For families who received the minimal parent 
education (no outreach, just the drop-in center coupled with the 
healtib and develppmentcd monitoring and the early childhood pro- 
gram) the percentage with difficulty was 12.5 percent. About 10 
percent in the moderate services group had problems. Nearly all 
the children fimctioned at expected grade level in reading if they 
were in the maximum group which included regular home visits 
t\ during the 1st two years d life. 
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Figure 4; Percent Re a ding DifflciiMy 
In Other FfemlUes 




In turning to Figure 4» we consider the results for children 
whose parents are less highly educated. This revealed an espe- 
cially significant finding for policymakers: an early education pro- 
gram with minimal parent education services (no home visits) 
shows no school performance benefits for these children. Families 
with great needs require more than the availability a drop-in 
center, even if an early childhood program and a health and 
developmental monitoring are offered. However, for families who 
did receive outreach, the impact on ddldren is significant but there 
was not much diffinrence in eRect between the moderate (home 
visits every 6 or 6 weeks) and the maximum (home visits every 
3 or 4 weeks) intensity. These studies indicate chat a carefiilly 
planned parent and early childhood education program can make 
a significant impact on children's functioning in elementaiy 
school. 

The cost per fSftmily wa^ originally targeted for the three levels 
of service at $1200, $800 and $400 per child per year. When we 
got into the early childhood daily programs those costs increased 
about $30O$400 per child so that the minimal model was oper- 
ating at about $700-$800 per child per year. We did for the first 
time , at llie preschool phaae, charge a sliding scale fee for parents 
because we didn't want children to participate in the early child- 
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hood program only because it was free, and we were trying to 
operate what would be a feasible conunvmity model. 

Long Term Effects on the School System and Community. 
Based on these and related results, the Brookline schools have 
ij^»porated several early education components into the schools. 
Two kindergarten teachers have been trained to conduct after- 
noon home visits with parents of infants, a bilingual home visitor 
visits the homes of limited English speaking children, a drop-in 
CKiter with books and a toy-lendbg liin^ is available for parents 
^th young children. Parent groups are organized on early 
childhood topics through the adult education program, a biUngual 
playgroup for two year olds meets weekly, a bilinsual prekinder- 
garten class meets daily for three and four year olds, and three 
teaMtion-t<>^kindergarten classes have been organized around the 
MEP prekindergarten model. In addition, the Public Health 
Department now conducts sensory screening fw families with 
preschool age children, and developmental pediatrics has become 

5?*^^ "*P«^ °f pediatric training at Children's Hospital. 

Probably the most important outcome of BEEP's work to em- 
power parents is that the Brookline school committee now has 
three BEEP parents serving on it and that, more than anything, 
IS what is ensuring the perpetuity of education in Brookline. The 
last vote to extend this increasing investment in early education 
was strongly supported by the individual who was initially the 
most skeptical. He was an outspoken, hardheaded businessman 
who early on had said, "Don't come back to us for the funds unless 
you show that there is cost benefit." Since he saw the data on 
reading difficulty, he's been up there every year putting in mo- 
tions to invest more money in early education because we have 
to get into the prevention business. 

Massachusetts has funded early education in a small way 
ttrough its Education Reform Bill, Chapter 188, with a number 
of communities receiving early education grants to conduct pilot 
pn^ams. The interest of Commissioner Raynolds in this field 
is likely to lead to further commitments. One of his key advisors 
is a former BEEP staff member. 

Minnesota and Missouri Progmms: la 1974,mxmeaatsisteiie 
SeMtor Jerome Hughes visited tlic Brookline Early Education 
ftqject. A former teacher. Senator Hughes had read an article 
about BEEP in the New York Times aiid was convinced that Min- 
nesota should have early e 3.ucation programs. He spent a Ml day 
in c »r Center, observing exams, talking to teachws and parents, 
an discussing alternative str^^tegies for initiating early educa- 
tion in Minnesota. My advice, at the time, was to proceed cau- 
^Mousiy, as we did not yet have results to report. Senator Hughes, 
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however, was unrelenting. He said, 'It's self-evident that early 
education is important, the time is now, I can get support for it, 
and we're going to go for it" He went back to Mnnesota and filed 
legislation to create a Council for Quality Education with the 
Department of Education. The primary mission the Council was 
to support school-based pilot programs in early education. They 
could not be just day care programs without parent involvement, 
but other than that restriction most any other model was legiti- 
mate. Pilot projects were started in six school districts. Each year 
parents who participated were so enthusiastic they wnild stand 
outside of the State House when the bill was filed to support and 
to increase the amount of money fimded each yesr . Th^ brought 
their babies with them and who is going to deny mothers stand- 
ing with babies in Minnesota outside the S^ate House. Startiug 
in 1976 with six schools, early education has gradually expimded 
to a statewide program with current total funding of $20 million. 
Three hundred school dis'ricts out of thw 426 in Minnesota now 
choose to participate. This r^nnesents 24,181 children between the 
ageb 7f birth and five years. Programs vary based on local pUms 
but all require participation hy parents and none include daily 
child care. The common features are: early health and developmen- 
tal screening, parent and family education, discussion groups, 
parent and child guided play, lending libraries, special events, 
and information on related community programs. Standards of 
good practice have been published and school coordinators must 
attend training workshops. The fimding amounts to about $60 
per child on an individual school basis, and schr Us are encouraged 
to supplement the state funds either by loci . levy or through 
fimdraising. 

In 1982, the state of Missouri, followed Minnesota's leader- 
ship role in early education. Governor Bond set early education 
as one of his priorities and appointed a task force to work in de- 
veloping planis. Initially four districts embu-ked upon a pilot pro- 
gram to €lSer education for first time parents. Starting with 380 
children, the program had two main components: hearing and vi- 
sion screening for one and two year olds and home visits in the 
Parents as Teachers Pngtam. That program has grown on an an- 
nual basis and current Governor John Ashcroft, has set as his 
top priority statewide parent and early childhood education. He 
has persuaded the state legislature to commit $11 million for the 
Parents as Teachers Ph)gram, and ev^y school is now mandated 
to offer a program that includes screening for one to four year 
olds. This year aiq;irQzimately 43,000 children will receive screen- 
ing as one and two year olds; 72,000 more diildren will receive 
-creening for three and four year olds. This represents, respec- 
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tively, 30 percent and 50 percent of the eligible population. The 
Parents as Teacher Program includes monthly home visits and 
now involves 64,000 families for one and two year olds as well 
as about 65,000 families for three and four year olds. The Missouri 
program has thus grown enormously in the past four years. The 
state investment averages $164 per family with school age 
children. Local schools invest an average of $67 per family. 
Districts may contribute, add to or supplement, the state levy but 
they may not charge fees. Ed Zigler is now the Chairman of 
Missouri's Advisory Committee for Parents as Teachers. Monthly 
staff training sessions and intensive summer institutes are con- 
ducted for all sites. 

Conclusions: I shall close with a brief list of six issues that 
should remain in the forefront of considerations for fUture early 
childhood programs. 

1. Program Goals — The importance of having clear, simple 
goals that are meaningful and responsive to parents interests and 
needs, meaningful to state and federal policymakers, yet com- 
prehensive in scope. 

2. Selection and Recruitment of Families — The value of a 
community-wide ajqnroach that avoid a deficit model , which I think 
is so essential, yet at the same time build in the capacity for 
recruiting families who will not seek out a program that is en- 
tirely of a volimteer, community-wide nature. 

3. Health Screening and Developmental Monitoring — This is 
an integral component bift doesn't have to be based in the school 
The program could well be administered under the aegis of a 
pediatric health center, such as the kind of initiative that Steve 
has described in Maine. 

4. Evaluation for Cost Effectiveness — Expensive longitudinal 
research is no longer needed to justify the plausibility of early 
education; continual assessment is useful for quality control. 

5. Staffing— The selection, training and supervision require 
careAil attention and budget considmtion. The quality of the staff 
will in large part determine the quality of the program. Insofar 
as possible, have the staff mirror tiie demographic characteristics 
of the families being served, 

6. Continuity with Elementary Schools — To foster a long term 
impact on children and families, local educational agencies must 
be involved. I would argue veiy vigorc 'nly that parent cmd early 
childhood education should be deliver A within the local com- 
munities by whatever agency is mc.*c rea^ to deliver it. The 

Q "lool, just as all of the other caregivers, needs to be a part of 
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that and, in the process, transformed to be more responsive to the 
needs of children and families. 

Returning to the question one of you raised about the theme 
of what do we want children to be: I think you said, "happy, 
healthy and nice." In terms of relating that to policy considera- 
tions, rd suggest reordering it to: first, healtl^, in that families 
when they are expecting the birth of a child, they are extremely 
concerned about a heal^ baby and they will participate in the 
program if they feel they can get some reassurance about that. 
Secondly, when you get to the two year olds, you want a kid that's 
nice and you want some advice on how you can cope with this 
monster. So I think you can capitalize on that motive. Thirdly, 
everyone wants to feel their child is happy, and in the middle 
years, this will largely be determined by how well tibey do in 
school. Here the motivation is to help your child adiieve arademic 
and social competence and avoid the stomach aches and stigma 
of not being successful, whether in kindergarten, first grade or 
later on. In adolescence, it's how can we enable kids to be strong 
as peer pressures amount. Whether those can be catch words or 
not, it would be interesting to see. 

I would like to conclude 1^ reiterating a note I took from Ed 
Zigler's presentation. It is a thought worth repeating: '"Let's help 
children become all they can be. That's enough of a goal for me!" 

(Chamberlin) When you have a mix of teens, minority groups 
and different educational levels all together, how did that work 
out? Did you try to target programs more toward teens or par- 
ticular groups or did you just let them all come and work things 
out as you went along? 

{Pieraofd We tried to individualize or personalize the program 
as much as possible. Regarding the discussion groups, we tried 
to encourage parent initiation. Often parents would arrange to 
get together informally or suggest a meeting topic. For instance, 
some of the Hispanic families really enjoyed the social gather- 
ings; they frequently had parties with food, usually on Sunday 
afternoons. It was very difficult to engage the teenagers in dis- 
cussion-type meetings. Most of the discussion groups were more 
popular among parents who were education-oriented. I wouldn't 
advocate investing much in organized parent groups. I think it 
is important to finid ways to help parents to get together them- 
selves. Most of the parents who benefitted greatly fixxm the discus- 
sion groups were pirents ^ho woidd seek out those opportunities 
themselves anyway. 

iChamberlkit The reason I raise that is because when I talked 
the health dc partment in Illinois about why their program got 
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changed into one for teen parents rather than for parents in 
general, the reason they gave was that you can't reach teens if 
you don't have special programs. You're saying you don't really 
have to do that; maybe you do for groups, but not for home visits 
and not for the rest of the program. 

(Piersori^ Right. I think we reached teens best through the 
individual home visits, through the guided clasoroom observations, 
but particularly through the health and developmental exams, 
because often these children were not receiving quality health 
care. Parents were required to come to the examination and that 
was a good opportunity for counseling, foi bringing a social worker 
in at diat time, etc. 

(Rubimd I think you do need, to some extent, to have special pro- 
grams for teens or special training for people who are working 
with them. Most people, by the time they are twenty, are not go- 
ing through the incredible mood swings that teens have. If the 
parents you are working with are not teens, and there are a cou- 
ple of teens in the group who start to do these bizarre things, I 
think people begin to think they are bizarre instead of recogniz- 
ing that diey're just kids. Foi most of our groupings, except for 
vocational training, the teens would usually only come if it was 
a group of other teens. They usually cUdn't feel comfortable talk- 
ing about issues with old guys like us or other parents in the group 
lika us who were perceived as old people. 

(Pieraon) I agree with the importance of carefully planning 
programs for teens and, particularly, with the importance of 
special staff training for people working with teens. 

kQ) Did you have a substantial number of teens in your sam- 
ple population to see if there were any different impacts for them 
than for older mothers? 

(Piersord The needs and challenges were certainly greatest 
there but the teens in the two more intensive programs with home 
visiting had some remarkable gains. In these cases, the mothers 
were able to complete high school. It was in those children that 
we saw the greatest gains, not just for the teenage mothers, but 
across the board. In cases where the mother's education level in- 
creased from the start to the close of ^e program, their children 
were also making the most remarksd>le gains as well at eveiy level 
of parent education. This trend reinforced the notion of empower- 
ing mothers as parents and informed advocates for their children. 

(WeiH 1 was recently at a conference in Michigan where 
another participant spoke about some research, indicating that 
when parents enter programs and proceed with their education 
at the same time as their child, there are significant gains for 
Q H>th. I wondered if anyone knew anything more about this. 
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{MitchelH It was more specific to the level of program inten- 
sity and the level of program involvement. Where both are high, 
it tends to correlate with both the kids and the parente doing 
better. 

(Weiaii I think there's a couple of things: Dr. Olds' study 
shows substantial gains for adults in terms of corq)letion of school 
and getting off welfare. A child welfare research project in which 
Dr. Zigler was involved did a follow up and found significant gains 
for the adults with respect to a variety of different indicators. Some 
programs, such as PACE in the State of Kentucl^, have begun 
to develop a simultaneous adult literacy, adult development end 
early childhood program, explicitly around active ^orts to pro- 
mote both adult and child development. 

(Weih I think it's ironic because many of the programs, in- 
cluding the ones Heather is talking about, are explicit^ parent 
ed programs but they rnly measure child gains. The few that have 
measured adult gains, such as the Yale Child Welfare Research 
Project, even though it's a small sample, or Dr. David Olds' pro- 
ject, have found important gains for adulte which suggests that 
intensive versions of these programs can have two generational 
effects. 

iPieraorO I have to reinforce that point with one other piece 
of data that Penny Hauser-Cram collected. This was a follow-up 
study in 2nd grade, asking the 2nd grade teachers to record their 
contacte with parents during a several week period. Incidental- 
ly, a review of previous literature revealed tlmt children whose 
parente initiate frequent contact with the school around their 
child's academic progress, do better in achievement than other 
children. The BEEP parente initiated twice as many contacts con- 
cerning their child's progress as did other parents. When parents 
were asked what kind of impact they thought the program was 
having, they said they weren't sure it was making any impact 
on their children. Some felt a vague notion that their children 
would be more successful in school but the main reason they were 
continuing to participate was because they felt that they, 
themselves, were becoming empowered — they had more infor- 
mation, more insighte, felt more confident. For instance, minori- 
ty children were assigned on a space available basis to schools 
and it was unheard of to protest that assignment in the early ds^^s 
of the program. One Boston parent's child was assigned to one 
grade in kindergarten and then, because that school was crowd- 
ed, was to be shifted to another school for 1st grade. The mother 
went in, first, to the teacher and principal, then took it all the 
way to the superintendent. This was a young parent only about 
^ 20 years old. She appealed to the superintendent and pdrsuaded 
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